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RHABDOMYOMA OF THE NOSE. 
BY DERRICK T. VAIL, M. D., CINCINNATI. 

Rhabdomyoma (Myoma Striocellulare, Rhabdomyoma Sarco- 
matodes, or Rhabdosarcoma) has been observed in the various 
organs of the body, most frequently in the kidney, uterus, rectum, 
stomach, testicle, once in the parotid gland and once on the root 
of the nose between the evebrows. A single case like the following 
hecomes interesting only on account of its extreme rarity, and, be- 
lieving that all unique cases should go on record, I beg to report 
it. So far as I can ascertain it is the first case of its kind on 
record. 

The patient, Mrs. L., first consulted me regarding the present 
trouble May 7th, 1906. She gave the following history: 

Six weeks ago had the “grip,” affecting the respiration appar- 
atus and accompanied by considerable stoppage of the nose with 
twinges of pain in the ears. Was treated by her family physician, 
who, meeting with little success in relieving her of her nasal 
symptoms and recognizing that a change of climate would be bene- 


ficial in a general way at least, advised her to go to Atlantic City. 


She followed his advice, staying two or three weeks, and returned 
feeling much better as regards her general condition, but still 
complaining of nasal stenosis on the left side. She called to see 
me regarding the symptom, which was not painful, but annoying. 
Status Praecens: Patient a spare but well nourished lady of 
fifty-eight years of age, presenting no external evidences of ill 
health and giving no symptoms other than complete stoppage ia 
the left nares. 
; *Read at the 14th annual meeting of the American Laryngological, 


Rhinological and Otological Society, held at Pittsburg, May 28-30, 1908. 
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Examination: Right naris normal; left revealed no breathing 
space whatever, the turbinal body be-ng in tight contact with the 
septum, and the attempt to introduce pledgets of cotton satur- 
ated with cocaine and adrenalin solution met with failure. The 
stenosis began just within the vestibule of the nose and seemed 
to be entirely due to a swollen inferior turbinate. The middle 
fossa could not be seen. Post-rhinoscopic examination revealed 
the choana of the left side to be completely filled with a mass of 
pale tissue, light gray in color, which felt like a nodulated mass 
of tough tallow. The transillumination test was negative, the 
hearing unimpaired and the eye normal in all respects. My as- 
sociate, Dr. Lamb, examined the case with me and we agreed 
that it “looked suspiciously like a sarcoma,” although it lacked 
the reddish color of the sarcomata and did not bleed when 
wounded. We advised removal of the growth and gave a guarded 
prognosis. 

The Operation; On June 4th, 1906, I attempted to cocainize the 
left naris and made more or less futile attempts at getting solu- 
tion of adrenalin within the nasal cavity, but very little, if any, 
could be crowded along the septum on account of the impacted 
mass of tissue. Scissors could not be passed without puncturing 
and tearing the specimen. A fine straight nasal saw was passed 
under the growth along the floor of the nose and an attempt was 
made to engage the inferior turbinate in the cutting stroke. ‘Meet- 
ing with no resistance that felt like anything, the saw was with- 
drawn. A nasal snare loaded with a large loop of No. 4 piano 
wire was insinuated along the septum until it passed the growth 
and the wireloop could be felt in the pharyngeal vault with the 
finger. The tip of the index finger of the left hand was passed 
through the loop of wire in the pharyngeal vault and made to 
pass up over the summit of the growth, and then by drawing the 
wire home, it slid along the finger and thus entire tumor mass 
was engaged. I expected to meet with considerable resistance 
by this large mass of tissue engaged in the wire-loop, but on 
drawing the wire it was delivered in the canula of the instru- 
ment without any apparent resistance. On attempting to extract 
the mass, I encountered considerable difficulty. I could not ex- 
tract it forwards; it was too large and any attempt to grasp the 
front end of the mass met with utter failure for the reason that 
the tissue was so friable that it could not be grasped. I suc- 
ceeded finally in getting it out piecemeal by the various means at 
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my command, and extracted a wineglassful of fragmentary masses 
of the tumor. There was no bleeding and inspection seemed to 
show a thorough removal. 

The specimen was hardened and sectioned by Dr. Lamd and 
was thought to be a large spindle-cell sarcoma by those who 
examined it. This information was given to her brother, who 
desired the specimen sent to any expert pathologist I might choose 
with a view of getting a positive diagnosis. Two pieces of the 
growth were sent to Dr. Wm. H. Welch, of Johns Hopkins Uni- 
versity, Baltimore, and I beg to read his report in full. 

Examination of Tumor from Nasal Cavity, for Dr. D. T. Vail. 

The specimen is a solid grayish white elongated mass of tissue, 
about 114 ctm. long and 5gmm. broad, and of irregular shape. 
A part of the free surface is smooth as if covered with mucous 
membrane. The cut surface appears smooth and uniform. The 
tissue is preserved in formalin. There are two parts of the 
growth in the bottle, frcm each of which sections were cut. Micro- 
scopical sections show over a small area remnants of the epithelial 
covering in the shape of cubical cells, but over most of the surface 
the epithelial cells are absent. The rest of the section is composed 
entirely of neoplasm. 

The tumor consists essentially of interlacing bundles of fibers 
and cells, which appear cut in different directions. The character- 
istic and predominant cells are elongated, band-like and fusiform 
cells, but large, round, oval, irregular and branching cells alse 
occur. There are also cells with large, irregular, budding nuclei 
and with multiple nuclei. All of these cells probably belong to the 
same group and are embryonic, striated-muscle cells in various 
stages of differentiation or entirely undifferentiated. 

The most highly differentiated cells are long, ribbon-shaped 
cells with one, rarely two or more, vesicular nuvlei and with bodies 
which stain deeply with eosin. These bodies present often dis- 
tinct longitudinal, delicate fibrillation, and less frequently, but in 
some cases distinctly, cross striation, especially at the margins of 
the cells. The ends of the cells appear continuous with delicate 
fibrils which can be traced into the surrounding tissue, either as 
separate fibrils or as a network of anastomosing or interlacing 
fibrils. These cells, which can be positively recognized as em- 
bryonic striped muscle, occur in moderate numbers scattered 
throughout the growth, but are most numerous in a small area 
near the margin of the section. 
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By the identification of the foregoing cells as muscular, the 
interpretation of other cells of the tumor as less differentiated 
muscular cells becomes easier. Thus there are long, flat cells 
with longitudinal but without transverse striation, these cells being 
much more numerous than those with cross striation; similar cells 
with smooth er granular undifferentiated cytoplasm, which, as in 
the forgoing cells, stain deeply with eosin; large and small, round 
or irregular cells with similar cytoplasm, and branching or even 
spider cells with delicate processes continuous with a reticulated 
stroma. The margins of many of the cells described appear as a 
glistening, single or double contoured, refractive line, 

These various cells are arranged for the most part parallel to 
each other in interlacing bundles. When such a bundle is cut 
across, it sometimes happens that the contents of the cells drop 
out, leaving the refractive borders, so that a peculiar reticulated or 
honeycombed structure results, or it is possible that this appear- 
ance may be due to dissolved glycogen. There appears, however, 
also to be in some places a genuinely reticulated stroma, and it 
can sometimes be seen that fibrillar processes from the cells are 
continuous with this reticulum. Exceptionally on cross sections 
of the muscle-cells, Cohnheim’s fields ‘can be made out. 


There are many elongated, round or branching cells which are 
without any suggestion of a muscular origin. Whether these 
should be interpreted as connective-tissue cells or entirely undiffer- 
entiated embryonic muscle-cells, is a matter of arbitrary judgment, 
but I am inclined to the latter interpretation, as all transitions be- 
tween these and recognizable muscle-cells exist. 

The giant cells are doubtless of muscular origin, although this 
too cannot always be demonstrated. 


The tumor as a whole is fairly rich in cells, although in places 
the large amount of cytoplasm and fibrils makes the nuclei appear 
far apart. There are a few irregular areas of coagulative necrosis. 
Larger blood-vessels are not seen, but there are several wide 
lymphatic vessels. Genuine connective tissue is not abundant. 

Diagnosis: Rhabdomyoma Sarcomatodes. 


Remarks: Rhabdomyomata as rich as the present tumor in 
undifferentiated cells, resembling sarcoma cells, are usually desig- 
nated Rhabdomyomosarcomata, but I prefer the above designation, 
as it seems to me probable that these undifferentiated cells are of 


muscular rather than connective-tissue “Anlage.” 
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These tumors undoubtedly spring from misplaced, embryonic 
germs of striped muscle and are often developed at birth or in 
early life, although they may appear later. They are most com- 
mon in the kidney, next in other parts of the genito-urinary 
tract, but they have been observed in various other parts of the 
body. In Benenati’s collection from the literature of sixty-four 
cases (Virchow’s Archiv. 1903, Bd. 171, p. 418) there is none 
within the nasal cavity, and I am not aware of any instance of 
this localization previously observed. 

The majority of reported rhabdomyomata have not been malig- 
nant in the sense of metastasizing or of invasive, infiltrating type 
of growth. They may, however, be malignant and metastasize, 
especially when the growth is rich in sarcoma-like cells. I have 
examined specimens from two such cases of malignant rhab- 
domyoma, one being of the vagina and the other of the bladder. 

Wittiam H. WELCH. 


There was no history of syphilis, but the patient was put on 
K. I. and Hg. and remedies were pushed to the point of saturation 
without any result. 


In the meantime, the nasal cavity began to fill again and the 


transillumination test showed left side of the face dark. An- 
other operation similar to the first was advised, as it was seen 
that the growth involved the upper turbinal wall. This was 


consented to and on October 15th the lateral wall of the inferior 
and middle meatus of the nose was rid of the same kind of 
growth as was found at the first sitting, and the middle turbina! 
body was entirely removed. It was observed at the time of the 
first operation that the lower turbinated bone was entirely absent 
—digested—absorbed—transformed or rarefied; at any rate, there 
was no bony framework of the inferior turbinated present. At 
the second operation the conformation of the middle turbinated 
was plainly made out, but on looking at the specimen, you will see 
that it, too, was rapidly losing its bony framework, being trans- 
formed into this tallow-like mass of nodulated tissue, which you can 
tear apart in shreds like a mass of soft papier-mache. The cavity 
was as thoroughly cleaned out at this second operation as possible. 
There was no bleeding at any time, either at the time of operation or 
afterward. 

Soon after there was evidence of recurrence and [ called a con- 
sultation with Dr. C. R. Holmes, who agreed that the growth 
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was of unusual character, was probably filling the antrum and 
that a radical, operation should be performed. There was no 
facial deformity and no subjective symptoms aside from complete 
blocking of the nose on that side. As the patient naturally dreaded 
the heroic operation proposed, it was decided to send her to New 
York for further advice, and Dr. Emil Mayer and Dr. R. C. 
Myles were consulted. I will submit extracts from their letters, 
Extract from Dr. Mayer's letter: 

Mrs. L. called to see me on February Ist, and I have since 
seen her daily for three days for the purpose of making a full 
report to you. 

With your history to go by, the growth in her left naris, 
which practically occludes that side, is readily recognized as a 
neoplasm. It does not shrink under cocaine, nor adrenalin, is 
hard and bleeds readily. Nevertheless it seems to be made out to 
be limited to the site of the turbinate only. While it may be 
encroaching on the ethmoid cells and antrum, examination fails 
to show that. The transillumination test carefully made shows no 
difference on either side. 

With the positive diagnosis of neoplasm, it seemed best to me 
to see if there was any change from the conditions found by Dr. 
Welch last June, and consequently I removed a small piece of the 
growth and referred it to the pathologist at Mt. Sinai Hospital. 
I enclose his report, and you will see he agrees with Dr. Welch 
in his report, although he did not see the striae that.made it a 
rhabdomyoma. ‘There are good reasons for this. You sent a 
large specimen, I sent a small one; yours was of the original 
growth, while mine was of the recurrence. 

The main point is to decide if in the past six months there 
have been any changes in the growth indicating greater malignancy. 
This may now be definitely negatived. 

The diagnosis is a sarcoma of rather benign tendency and we 
have therefore every reason to believe that its thorough removal 
will effect a cure. 

I have given careful thought to your query as to treatment. 
Except for a history of several miscarriages there is no reason to 
suspect syphilis, and I believe you have given her full doses of 
KI with negative results; so I eliminate that. I have considered 
the possible value of X-rays and I greatly doubt their efficiency. 

It seems to me therefore after careful examination, that her 
best interests will be in an operation which will remove the 
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growth and the adjacent affected parts, not necessarily all of the 
half of the maxillary bone. 

Mrs. L. complained of pain or pressure over chest and radiating 
into the arm. I found no chest abnormality and no glandular 
enlargement. 

I have therefore only to verify in every way what you have 
done, to agree with you in the treatment heretofore, and finally 
to thank you for the opportunity to see so interesting and unusual 
a case. Very sincerely yours, Emit MAYER. 


The pathologist referred to in Dr. Mayer's letter was F. S. 
Mandlebaum. He made the following report: 

The tumor from the inferior turbinate sent for examination is 
a small, hard, oval-shaped nodule, measuring from 6-8 mm. in 
diameter, without any special distinguishing features on the sur- 
face. On cutting it in half, its surface is greyish in color and 
quite homogeneous in structure. 


Microscopic Examination: When viewed with the low power, 
the entire central portion appears more or less degenerated and 
stains quite poorly as compared with the peripheral parts. With 
the higher power the central portion shows that the degenerative 
process has ceased before complete necrosis, and the component 
structures are still faintly visible The peripheral zone shows 
distinctly the character of the growth, which extends quite to the 
surface and is not covered by mucosa. 


The growth is composed almost entirely of well-defined cells 
with more or less parallel margins and of variable lengths. The 
ends of these cells are frequently drawn out to a thin filament, and 
often merge into the conective tissue stroma. These cells stain 
readily with eosin and with picric acid. No striations can be 
seen. The nuclei of the cells are vesicular and very rich in 
chromatin, and vary greatly in size and shape, but for the most 
part are rather broad and oval and resemble those of the 
heart muscle. Here and there scattered between these cells are 


other large cells of irregular shape, with large nuclei, and occa- 
sionally a giant cell with multiple nuclei is found. The cells 
that comprise the greater part of the tumor are unquestionably 
muscle cells in various stages of development. Where bundles are 
cut transversely, the typical appearance of muscle tissue is ap- 
parent. In those parts where the muscle fibers are less numerous, 
a stroma of delicate connective tissue fibers, branching and inter- 
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lacing, is seen. In the meshes of this stroma a few mononuclear 
leucocytes are present. No distinctly embryonal connective tissue 
fibers can be made out. No mitosis, either typical or atypical, is 
present. The central portion of the tumor, as far as it is possible to 
make out, consisted of similar structures prior to its degeneration. 

Blood vessels are not numerous in the section. Those that 
are seen are thin-walled and show no lesions. 

Diagnosis: Myosarcoma (leiomyosarcoma): 

With many thanks for your courtesy, I am 

Very sincerely yours, F. S. MANDLEBAUM. 


Dr. Myles’ report on the case was as follows: 

In my opinion Mrs. L. has a malignant growth in the nose. 
The anterior area could not be properly observed on account of 
the closeness of the septum to the outer wall and the considerably 
bruised edema probably due to manipulation, The inferior 
turbinal can be easily observed through the posterior nares. The 
posterior half of the inferior turbinal is larger than it should 
be; its middle and anterior part appears nodular and roughened 
(by posterior rhinoscopy aided by retraction of the soft palate.) 
The neoplasm is extending outward, upward and forward toward 
the nasal process of the superior maxillary bone and the nasal 
vestibule. 

I would advise a radical operation by making an incision be- 
neath the eye down to or through the lip and resection of a part 
of the superior maxilla. The growth seems to be confined to 
the anterior half of the nasal fossa. Of course the tissues should 
be removed a certain distance beyond the apparently healthy lines. 

Very sincerely yours, Rosert C. MyLes. 


It was decided to have Dr. Jos. Ransohoff, a general surgeon 
of Cincinnati, perform the operation, as it was thought the 
growth may have extended to such territory that the upper jaw 
might have to be removed together with the entire accessory sinus 
framework on that side. On February oth, Dr. Ransohoff ex- 
amined the case thoroughly and agreed that the external operation 
(radical removal) was necessary. 

On February 12th at the Jewish Hospital the patient was 
operated on as follows: 


Anesthesia by Dr. Iglauer—chloroform. Preliminary laryn- 
gotomy and tube inserted; pharynx stuffed with gauze. This was 
decided expedient on account of the likelihood of dangerous and 
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annoying hemorrhage and to facilitate the giving of the anesthetic. 
An incision was carried from the inner angle of the left eye 
down the side of the nose around the ala nasi and thence out- 
ward parallel with the lip. The periosteum was stripped back 
and the front wall of the antrum together with a part of the 
nasal bones were removed with the bone forceps. It was then 
seen that the tumor mass completely filled the antrum of Highmore 
and was not adherent at its limitations, 

The removal of the entire mass was easily accomplished by 
simply lifting it out of its nest. The confining walls were thor- 
oughly inspected for ingrowths of the tumor, but none’ were 
found. The cavity was packed with iodoform gauze and_ the 
wound closed by interrupted. sutures. The tracheotomy tube was 
removed and sutures applied, closing the opening in the larynx. 

During the entire operation, which occupied only about twenty- 
five minutes, the patient had a bluish, cyanotic color, her pulse was 
thready and the heart lacked tone. The patient rallied from 
the anesthetic so far as the regaining of consciousness was con- 
cerned and did not complain of her respiration. Her breathing 
was deep and normal, but the heart did not rally and in spite 
of the employment of every known means of restoring the cardiac 
power, the pulse continued small and thready, and sixty-eight 
hours after the. operation the patient died. 

Stengel, in his 1906 book on Pathology, speaks of Rhab- 


domyoma as “containing more or less striped muscle fibers, usually 
a small amouft, the main body of the tumor being made up of 
sarcomatous cells. 

Etiology: It is thought to be a congenital defective develop- 
ment, and usually occurs in early life and in situations where 
unstriped muscle fibers do not normally exist. The kidney is the 
most frequent seat of involvement. 

Structure: The microscopic appearance is usually that of a 
spindle-cell sarcoma, containing more or less striped muscle fibers. 
There are elongated spindle-shaped cells, partly striated and sug- 
gesting embryonal muscle tissue and rarely more fully developed 
muscle fibers. Large areas may contain no muscle fibers at all, 
while certain portions are richly supplied. 

The tumors are malignant in proportion as the sarcoma elements 
are predom nant, but metastases are infrequent. 

I have no doubt that rhabdomyoma of the turbinates has been 
encountered, but has never before been recognized. The appear- 
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ance as it exists in the nose is that of a lardaceous or suet-like 
nodular mass of friable nonvascular tissue. These tumors going 
to the laboratory for microscopic diagnosis are called large spindle- 
cell sarcomata. 

When one considers that within the nasal structures striped or 
voluntary muscle fibers do not normally exist, he wonders that 
such a tumor in this locality could occur. The only plausible 
theory for its occurrence in a locality of this sort is that one of 
the neighboring voluntary muscles, such as the levator  labii 
superioris alaquae nasi cr depressor anguli nasi, has a prototype 
embryologic, misplacement lying dormant within the nasal 
cavity and for some reason took on active sarcomatous growth 
late in life. 

A complete bibliography on the subject is published in Ziegler’s 
“General Pathology,” 1903, page 406. 

No. 24 East Eighth Street. 


An Isolated Primary Carcinoma of the Trachea. RICHARD 
HorrMann. Monatsschriftt f. Ohrenheilkunde, August, 1905.4 
A man 49 years of age was referred to the author for a diag- 
nosis of an alleged laryngeal growth. No sign of such a growth 
could be found. Nine months later the patient presented himself 
again and on the occasion a dark red papillary tumor could be 
seen situated in the upper part of the trachea. Two days later 
the growth again disappeared from view, but reappeared again wpon 
a subsequent examination. Operation was refused. About seven 
months thereafter marked dyspnoea set in, with a pronounced 
cough. The tumor was now as large as a cherry. Operation was 
decided upon, and the patient was anaesthetized. As soon as prim- 
ary anaesthesia was obtained the skin incision was made. The 
patient immediately became cyanotic and_ died. The 
autopsy showed some enlargement of the thyroid, encroaching some- 
what upon the trachea posteriorly; a persistent thymus; an open 
foramen ovale. The tumor, which nearly filled the lumen of the 
trachea, extended over four tracheal rings and proved to be 2 
primary epithelioma. YANKAUER. 
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THE RELATIONSHIP BETWEEN DEGENERATE TONSILS 
AND MIDDLE-EAR DEAFNESS.* 
BY J. N. REIK, M, D., BALTIMORE. 


It is the object of this paper, as indicated in the title, to consider 
the possible effect of the so-called “degenerate tonsils” in the pro- 
duction of middle-ear deafness, and the manner in which they may 
act in bringing about pathological changes in the middle-ear cavity ; 
not to discuss the effect of those general hypertrophies of the ton- 
sils and lymphoid ring, so commonly met with in childhood, the 
relationship of which to middle-ear deafness is so well understood 
and conceded. The cases reported in this communication oc- 
curred in adults, who consulted the otologist for the relief of deaf- 
ness, and who did not complain of any throat or nasal symptoms 
until questioned regarding recurrent or constant slight pharyngeal 
irritation or voice impairment, when on careful examination dis- 
eased tonsils were found. The fact that the complete enucleation 
of such tonsils has, in a number of cases, improved, arrested, or 
even cured cases of beginning or progressive middle-ear deafness 
and tinnitus, without other treatment, leads to a consideration of 
the manner in’ which these tonsils may possibly act in producing 
such pathological conditions in the ear. 

Middle-ear deafness may have its origin in at least three ways: 
First, it may result from the extension to the tympanum of in- 
flammatory conditions in the adjacent tissues of the Eustachian tube 
or pharynx; second, it may be due to alterations in the vascular 
supply of that cavity; third, it may be due to interference with 
proper and adequate ventilation of the tympanum through the Eus- 
tachian tube. 

A case seen last week shows very clearly the working of the 
first named process, a pathological condition which is understood 
and conceded by all, though in cases similar to this one the originat- 
ing disease focus may easily be overlooked. 

L. G., a boy of five years, was observed December 17th, 1907, 
with the parents’ statement that during the early hours of the 
morning the child had developed severe earache on the left side, 
which subsided after a few hours with the use of hot applications. 


*Candidate’s thesis, presented at the meeting of the Southern Section of 
the American Laryngological, Rhinological and Otological Society, held at 
Baltimore, December 27-28, 1907. 
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At the age of two, after an attack of middle ear disease, he had been 
subjected to an operation for the removal of adenoids and tonsils, 
the guillotine instrument being used. | Examination showed the 
left tympanic membrane bulging in its posterior inferior quadrant 
under the pressure of probable serous exudate. There was no 
fever nor pain at the time of examination. Naso-pharyngeal ex- 
amination showed a remnant of lymphoid tissue over the vault, ex- 
tending from the orifice of one Eustachian tube to that of the other. 
On the right side was a medium sized tonsil, projecting somewhat 
beyond the pillars, while on the left side there was a submerged 
tonsil, which contained a few white points. 

An operation under general anesthesia was performed, the ade- 
noid tissue being removed by curettement, and both tonsils dissected 
out. The interesting point in this case is that the small submerged 
left tonsil—on the same side as the acutely inflamed ear—contained 
a considerable amount of pus, which was discovered only by acci- 
dent when the tonsil was cut for examination; in other words, it 
contained an apparently encysted abscess. Paracentesis of the left 
tympanum evacuated a quantity of sero-purulent fluid. 

The tonsils often show the first signs of infection, to be later 
followed by middle ear involvement. The organisms in the mouth 
may gain entrance through these tonsils and produce disease of the 
middle ear just as they cause joint involvement and cardiac disease. 
Any of the organisms which are generally lurking in the mouth 
or in these diseased tonsils (usually one of the forms of cocci) 
may also be conveyed to the tympanic cavity from these tonsillar 
breeding places by the blood or lymph channels. It is therefore 
of great importance in every case of ear involvement to give close 
attention to these glands lest a diseased condition be overlooked, 
and complete destruction of these foci, by enucleation of such ton- 
sils, should be a preliminary to any other form of treatment. It 
is hardly necessary to go into detail regarding such examination, 
but where the patient does not complain of any throat trouble, the 
otologist is very likely not to make a searching examination of 
these glands with a probe, and so, very often, such foci of disease 
are overlooked or ignored, as they can be discovered only by pull- 
ing forward the anterior pillar and probing the hidden crypts and 
recesses of the tonsils. 

It is, however, to the possibility of these tonsillar masses acting 
mechanically to supply the other two causes, vaso-motor changes 
and impaired ventilation of the middle ear, that I would particular- 
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ly call attention. The return of blood from the middle ear is in 
part through veins running superficially through the mucous mem- 
brane of the Eustachian tube into the lateral pharyngeal veins, and 
any mechanical pressure on the lateral walls of the pharynx may 
unquestionably result in a blood stasis of these small vessels. 

Regarding the blood supply of the middle ear, Gruber’ says: “The 
middle ear receives its blood supply from the exterrial and internal 
carotid arteries. The branches specially distributed to it are: 

(a) “Small branches from the arter'a pharyngea ascendens sup- 
ply the tuba Eustachii and its muscles, and some penetrate the mu- 
cous membrane of the tympanum to supply it.” 

(b) “The arteria stylo-mastoidea, a branch of the .arteria auricu- 
lar posterior in its passage through the canalis Fallopii, gives off 
small branches which enter the tympanic cavity through its pos- 
terior wall.” 

(c) “Small branches of the arteria temporalis pass through the 
Glasserian fissure into the tympanic cavity.” He says further, “The 
venous blood is drained away by veins which accompany these ar- 
teries, and which pour it into the venous plexuses near the tem- 
poro-maxillary joint, into the veins of the pharynx, and also into 
the middle meningeal veins.” ; 

Mechanical pressure, quite sufficient to prove obstructive to a 
venous flow of blood, may be readily produced by even a small ton- 
sillar mass, especially if it be in a diseased state, with accompany- 
ing oedema of the deeper tissues. It is much more likely to be 
produced by the degenerate, submerged tonsil than by the simple 
hypertrophic tonsil or adenoid. It is often evident on careful ex- 
amination that even though the tonsil does not project beyond the 
pillars into the throat, and though practically invisible on casual 
inspection of the pharyngeal cavity, yet on drawing aside the ton- 
sillar pillars or lifting the tonsil out of its bed with tenaculum for- 
ceps, a large tonsillar mass lies deeply buried under the pillars, in 
just the position to exert marked pressure on the lateral pharyn- 
geal walls. The large hypertrophic tonsils so common in child- 
hood are not so apt to act in this way, because the bulk of the 
hypertrophied tonsillar mass in such cases projects into the throat 
and there is, in consequence, no backward pressure upon the ves- 
sels. 

When venous stasis in the deep pharyngeal vessels is produced, 
there follows a hyperaemic condition of the mucous membrane of 


M (1) Disease of the Ear, Gruber, 2nd Amer. Ed., 1893, p. 87. 
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the tympanum, and if it be continued, a serous exudate into this 
cavity, with the attendant possibilities of such a condition pro- 
duced in any other way. 

Furthermore, a condition of venous stasis naturally interferes 
with the reception by the tissues of the normal amount of arterial 
blood, and consequently there is a trophic disturbance of the tis- 
sues that may likewise result in impaired function. Franklin H. 
Hooper,’ in his excellent article, written many years ago, on the 
evil consequences of adenoid growth pointed out the possibility 
of vaso-motor and trophic disturbances of the tympanic cavity, re- 
sulting reflexly from any inflammatory irritation in the naso-phar- 
yngeal region, and Politzer,* who believes he has ‘proven a close 
anastomotic connection between the vessels of the middle ear and 
those of the internal ear, says: “This relation of the tympanic mu- 
cous membrane to the osseous wall is of special importance inas- 
much as inflammation of this membrane can produce transitory or 
permanent hyperaemia, and disturbances of nutrition in the bone 
and in the labyrinth.” : 

The third mode of action and the one to which I would most 
especially direct attention is that whereby the tonsillar mass 
may interfere with the function of the Eustachian tube. Under 
normal conditions this tube is patent, but not open, its superior- 
posterior lip lying in contact with its anterior-inferior. It is 
regularly opened for the admission of air to the tympanum in cer- 
tain involuntary muscular actions, such as the process of degluti- 
tion, and the making of certain sounds in phonation. This act 
of opening the orifice of the tube is accomplished by the delicate 
mechanism of the tubal and palato-tubal muscles; the tensor palati, 
levator palati and dilator tube. During deglutition the soft palate 
is raised and put upon the stretch by the levator palati and the 
tensor palati muscles. The lowest muscular structure of the soft 
palate is the palato-glossus, arising from the side of the posterior 
part of the tongue and running upward to the under surface of 
the soft palate, where it spreads out and becomes continuous with 
that of the opposite side; this forms the anterior tonsillar pillar and 
aids in promoting the tension of the soft palate in the act of swal- 
lowing. The palato-pharyngeus forms two muscular strata in the 
soft palate, enclosing between them the levator palati muscles, 
these two strata coming together outside the soft palate to be joined 
by two delicate muscular slips which spring from the lower bor- 


) Boston M. & S. Journal, 1886, pp. 193-7. 
) Diseases of the Ear, Politzer, 1903, p. 37. 
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der of the cartilage of the Eustachian tube, and are sometimes de- 
scribed as the salpingo-pharyngeus muscles. Spalteholz refers to 
these as the salpingo-pharyngeus, and says that they are attached 
to the lamina medialis cartilaginis tubae auditivae. The palato- 
pharyngeus thus formed, and intimately connected with the tube, 
arches downward and backward as the posterior pillar of the tonsil, 
to be inserted into the thyroid cartilage, some of its fibres extend- 
ing backward to be inserted into the pharyngeal aponeurosis. 


The levator palati, which, as has just been said, is enclosed be- 
tween the layers of the palato-pharyngeus, is a round, fleshy muscle 
arising from the lower, inner border of the cartilage of the Eus- 
tachian tube. 

The tensor palati, which lies in front of the levator palati, is 
flat and band like, arising from the scaphoid fossa, from the outer 
aspect of the Eustachian tube, and ending in a tendon which turns 
under the hamular process; in the soft palate this tendon expands 
below the deep part of the palato-pharyngeus (posterior pillar) to 
be inserted into the transverse ridge of the palate bone. 


A muscular slip, which descends from the outer margin of the 
cartillage, in relation to the outer, unprotected side of the Eusta- 
chian tube, and which joins the tensor palati, has been termed by 
Rudinger the dilator tubae. The palatal aponeurosis extends back- 
ward from the posterior margin of the palate, and a portion of the 
deep fibers of the palato-pha.,ngeus, some of the fibers of the 
levator palati, and the tendon of the tensor palati have attachment 
to it. 


it may be seen from this consideration of the mechanism of the 
Eustachian tube muscles that their action is intimately connected 
with that of all the palatal muscles and with the so-called tonsillar 
pillars, and anything that interferes with the normal act of deglu- 
tition may affect the palato-tubal function. 


Is it not conceivable, then, that interference with the action of 
these muscles may be occasioned by the presence of a tonsillar mrs 
adherent to or causing a low grade of inflammation of the tonsi!lar 
pillars, and may not the improvement in the auditory conditions 
following the complete enucleation of these masses be due some- 
times, or in some measure, to a freeing of these muscles? 

Francis H. Hooper, in his article referred to above, says: “Final- 
ly, these adenoid growths may cause paresis of the palato-tubal 
muscles, and thus be a factor in the production of so-called ‘pa- 
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retic deafness.” It would seem to me that this statement might 
be applied as well to these tonsillar masses. 

Blake and Reik in their recent book* say “that the ventilation 
of the ear through the Eustachian tube is assured by the action of 
the lavator and tensor palati muscles which are attached to the 
soft palate at one end and the anterior walls of the tube at the 
other, and that contraction of the palatal ends of these two muscles 
causes a corresponding movement at the tubal ends, the result 
being a withdrawal of the interior from the posterior wall of the 
tube, and at the same time a depression of the inferior wall or 
floor of that passage, giving it a greater inclination downward 
towards the pharynx. The same movement which opens the tube 
tends to compress the air in the naso-pharynx, thus favoring still 
further the ventilation of the middle ear.” They also say “that 
with the presence of adenoid growths in the naso-pharynx this 
admirably working mechanism is interfered with, even when the 
growth is not large enough to occlude the orifice of the tube, as 
it interferes with the palatal movements and with the proper bal- 
ance of air pressure in the naso-pharynx. Even a small growth 
may thus interfere with the palatal movements, as is shown by 
the effect which it has upon the pronounciation of the nasal con- 
sonants, that is to say, upon the palatal movements.” This is cer- 
tainly equally true of these tonsillar masses, 

It would seem to me that in most of the cases to be referred to 
there was not sufficient inflammation of the tonsils to alone account 
for the aural symptoms. In fact, in only one, which has been 
already related, was this explanation applicable. 

We know that hearing is diminished whenever the air pressure 
within the tympanic cavity is allowed to become less than the ex- 
ternal atmospheric pressure, and the pressure within can only be 
kept the same as that of the outside atmospheric pressure by the 
regular uninterrupted opening of the pharyngeal tube orifice. If 
the tube is kept closed the blood vessels of the tympanic wall take 
up the oxygen from the imprisoned air and give off carbonic acid 
gas in exchange, but the amount of the latter given out is less than 
the amount of the oxygen removed, so that the total quantity of 
gas within the closed cavity is reduced and its pressure conse- 
quently becomes less than that of the atmosphere—the membrana 
tympani is cupped inward, and the increasing tension of the mem- 
brane may occasion deafness or dulled hearing, before any exu- 


(4) Surgical Pathology and Treatment of Diseases of the Ear, 1906, 
pages 288-292. 
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dative condition within the cavity has occurred. If this state of 
affairs continues an exudative inflammation is soon started up, 
and if this cause, or such exudative inflammation, can be removed 
before nature has transformed the exudate into embryonic or adult 
connective tissue, graver consequences may be prevented. 

The operative procedure in the cases to be related was that of 
separation of the tonsillar pillars and complete enucleation of the 
tonsils, with dissecting forceps and a sharp bistoury, thus leaving 
the muscular pillars clean and free to perform their function, 

The ordinary tonsillotomy, even in such cases as might admit of 
that operation (that is, if the tonsils projected beyond the pillars), 
would not act in this manner, of course, as there would still be left 
a tonsillar stump, besides which the injury to the delicate muscles 
of the tonsillar pillars attending such operation would still fur- 
ther hamper their action, instead of improving it. Moreover, it 
is the tonsils which, instead of projecting into the throat, extend 
backward behind the pillars, the so-called submerged tonsils, that 
are encountered in these cases, and nothing but their complete 
enucleation is indicated, and, of course, nothing short of that could 
be expected to have any influence on the conditions described. 
Furthermore, even in the cases of large hypertrophied tonsils, in 
patients already predisposed to pharyngeal deafness, tonsillectomy 
by dissection is to be recommended, because tonsillotomy by the 
crude method of the guillotine may injure the delicate muscle slips 
running in the tonsillar pillars, and thus still further weaken the 
already defective action of the palato-tubal mechanism. 

Though the aid of intact and perfectly functioning tonsillar pil- 
lars may not be absolutely necessary to a proper functioning of the 
tube, in all cases, yet in certain cases of weak tube action just this 
additional aid may be needed. Inflation of the middle ear by 
means of Politzerization and catheterization is of only temporary 
benefit in these cases. It should be our aim to restore to the tube 
its function of properly opening itself. 


The following cases are a few of those accurately observed, and 
serve to illustrate the relationship referred to: 


Mr. H. L. of Wisconsin, first examined April 3, 1907, because 
of subacute otitis media of recent origin, accompanied by pro- 
nounced deafness and sense of “stuffiness” in both ears. His con- 
dition had followed an acute naso-pharyngitis, but he had been 
subject to recurrent attacks of slight otitis for the past year or so. 
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Examination of the ears showed a hyperemic condition of both 
membrani tympani, with probable serous exudate in the cavity. 
Gentle catheterization relieved the condition temporarily. He had 
degenerate submerged tonsils, which had not been giving him any 
trouble. 

Hearing tests showed: Watch R. and L,., c.40; bone conduction, 
R. and L,. 15.15; air conduction, 10.30; Weber equalized, 

On May 1, one week after a complete tonsillar dissection, and 
without any aural treatment after the first visit, his hearing had 
improved to ability to hear ordinary conversation, as against only 
very loud conversation before. Watch, R. 20.40, L. 8.40; air con- 
duction, R. 20.30, L. 15.30. At that time he left the city, but has 
been heard from within the past month, and is reported to have 
perfect hearing, with no complaint of aural or pharyngeal trouble. 

Mr. D. L. W., first examined April 9, 1907, complaining of long 
standing deafness in the left, and recently increasing deafness in 
the right ear. He believed his deafness in the left ear had been 
congenital. Aural examination showed the right tympanic mem- 
brane slightly retracted and hyperaemic. During the past few 
months his deafness on the right side had shown a marked ten- 
dency to increase, and it was becoming difficult for him to hear 
ordinary conversation or to enjoy public lectures. The changes 
in the tympanic membrane were slight, but he had a small, ragged, 
submerged, bad-looking left tonsil, and a very large right tonsil, 
which was adherent to the tonsillar pillars. 

Hearing test showed: Watch, R. 20.40, L. 0.40. Low tone 
limit, R. (c. 64 v. s.); L. (c. 256 v. s.); bone conduction, R. and 
lL. 10.10; air conduction, R. 15.20, L. 7.20; Weber lateralized to 
left. 

A double tonsil enucleation was advised and operation per- 
formed April 14. On April 22 hearing test showed: Watch, R. 
30.40, L. c.40; air conduction, R. 18.20, L. 10.20. 

In the latter part of May a further test showed that the left ear 
maintained the same condition, while the right had improved to 
normal hearing. 


Miss S. E. T., Ellicott City, seen May 24, 1907, complaining of 
increasing deafness in the right ear and a chronic deafness in the 
left ear which had existed for four years. Both membranae tym- 
pani presented the appearance of chronic exudative otitis media, 
slight retraction and thickening, and hearing tests showed marked 
interference with the transmitting apparatus. 
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Air conduction (c. 512 v. s.), R. 13.20, L. 15.20; watch, R. 15.40, 
L. 20.40; Weber equalized. Low tone limit (c. 64 v. s.}. 

She had a slight hypertrophy of the right inferior turbinate and 
submerged, degenerate tonsils, with white, cheesy material in the 
crypts. Complete tonsil enucleation was performed on June 1. 

Unfortunately no record was made of her hearing tests imme- 
diately after. She went away for the summer, had no treatment 
whatever, but returned on October 9, to report that she had been 
perfectly well in every respect, and hearing tests at that time 
showed: Watch, R. and L. 30.40; air conduction, 20.20. 

I have seen her within the month and she declares that her hear- 
ing is perfectly normal. 

Miss B. H., Washington, aged 33. First seen October 1, 1907. 
She came for relief from deafness, tinnitus and occasional attacks 
of throat inflammation, which she said had existed in some degree 
for three years. 

The right tympanic membrane was thickened, slightly retracted, 
and the left one markedly so. She had tried various drugs and 
forms of aural treatment, including a course in Christian Science. 
Ordinary conversation was heard with great difficulty, and only 
in a quiet room. 

Hearing tests showed: Watch, R. and L. 0.40; low tone limit (c. 
128 v. s.); bone conduction, 10.10; air conduction, R. 10.20, L. 
7.20. 

Pharyngeal examination showed a degenerate submerged left 
tonsil of fair size, and a smaller but more degenerate one on the 
right side, the pillars and tonsil on this side having the appearance 
of being all matted together. Nasal condition was normal; large 
but not obstructive inferior turbinates. 

A double tonsil enucleation was done on October 3. Her hear- 
ing improved in both ears, and on October 15 hearing test showed: 
Watch, R. 4.40, L. 0.40; air conduction, R. 19.20, L. 14.20; whis- 
pered voice at six feet; conversational tone at 18 feet. The tin- 
nitus, she said, was scarcely noticeable, though still existing to a 
slight degree. 

Mr. B. L., North Carolina, seen December 6, 1906, because of 
a slight loss of hearing in the right ear. He complained also that 
there was a sense of “stuffiness” in that ear, with occasional at- 
tacks of pain. The condition had existed for some months, with 
various periods of improvement and recurrence, and was becom- 
ing quite annoying. 
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Aural examination showed a subacute otitis media, the tympanic 
membrane being congested about the periphery particularly and 
slightly retracted. Hearing test: R. E.: Upper tone limit normal ; 
lower tone limit (c. 64 v. s.); air conduction, 15.20; bone con- 
duction, 10.10; Weber referred to right. 

Examination revealed small submerged, degenerate tonsils on 
both sides. With the Eustachian catheter air could be introduced 
into the tympanum, but with some difficulty and with only tem- 
porary improvement. His engagement as a student prevented ope- 
rative procedure at once, and he was treated with sprays and ap- 
plications and catheterizations for some weeks, when he submitted 
to operation. 

Almost immediately the aural affection, which had persisted all 
the time, disappeared, and this result has been permanent, for a 
report from him within the month says that he is perfectly com- 
fortable, and that there has been no recurrence of the ear trouble; 
that his hearing is normal. 

Mr. J. D., Ohio, seen January 22, 1907, complaining of irri- 
table throat and dullness of hearing. He said that his throat was 
more or less constantly sore, that his voice failed after a very short 
period of use, and that his friends had begun to complain of his 
impaired hearing. Hearing tests: Watch, R. E. C.4o, and L. E. 
140; whisper, R. E. 8 feet, L. E. 10 feet; acoumeter, R. E. 10 
inches, L. E. 15 inches; bone conduction normal; air conduction, 
R. E. 10.20, L. E. 12.20; upper tone limit normal; lower tone 
limit (c. 128 v. s.) ; Weber not lateralized. 

On examination of the throat and nose there was found small 
diseased, submerged tonsils, an elongated uvula, and a hypertro- 
phied inferior turbinate on the right side. The tonsiis were dis- 
sected out and the uvula clipped. Four days later, when I next saw 
the patient, there was marked improvement in his ability io hear 
the voice, and he stated that he could hear much better. * There 
had not at any time been any notable alterations in the tympanic 
membrane, so that no changes could be observed there, but his 
hearing now rapidly improved until his air conduction for the 
tuning fork (c. 512 v. s.) became 20.20, and he could hear the 
whispered voice at 20 feet and the watch at 15.40. This was with- 
out any treatment whatever directly to the ear. 

In October he reported through a friend who was coming to 
Baltimore that he is perfectly well, can use his voice all day wi 
out tiring, and hears quite as well as anyone. 
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Miss G. E., Mt. Washington, first seen January 28, 1907, com- 
plaining of recurring attacks of earache, involving the left ear 
particularly. The left tympanic membrane was hyperemic at the 
time, the membrana flaccida being most congested, while the mem- 
brana tensa was retracted. There had been considerable pain dur- 
ing the night before and periodic attacks of soreness for a week. 
Both tonsils were large, inflamed and adherent to the faucial pil- 
lars. Her mother desired postponement of operative treatment for 
a while in order to permit completion of some school. work, and 
consequently local antiseptic and astringent applications were em- 
ployed until the month of ‘March. 

At that time hearing tests showed: R. E. and L. E. watch, 
20.40; bone conduction, R. E. and L. E. 10.10; air conduction, 
R. E. 10.20 and L. E. 8.20; Weber not lateralized. On March 
4 both tonsils were enucleated and a small adenoid removed. No 
treatment to the ears was instituted until March 20, when the 
hearing had markedly improved, air conduction for the fork hav- 
ing increased to 15.20 for the right and 12.20 for the left, while 
the watch could be heard at 30.40 in each. Politzerization, the use 
of chloroform vapor and massage caused a further improvement, 
and on April 10 air conduction was R. E. 20.20 and L. E. 18.20, a 
condition which she retains at the present time without any fur- 
ther treatment. The gain of so per cent in auditory function with- 
in two weeks after tonsillectomy and without any aural treatment 
is striking. 

From a study of these cases, seen in private practice, and others 
of a similar character treated in the dispensary, the importance of 
carefully looking for these diseased glands, and getting rid of them 
completely when found, in all cases of beginning or progressive 
middle ear deafness, has been impressed upon me; not that the 
enucleation of such degenerate tonsils will always arrest the pro- 
gress of or cure the condition, but that it will eliminate at least 
one of the possibly important factors in the production of such 
condition. 


No. 412 Cathedral Street. 
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THE POST-OPERATIVE EFFECTS OF THE STACKE 
OPERATION.* 

BY JAMES F. MCKERNON, M.. D., NEW’ YORK. 
The programme gives the title of this paper as the post-opera- 
tive effects of the Schwartze-Stacke operation, but this is incor- 

rect, as I shall speak only of the effects of the Stacke operation. 
When a patient consults us for the best methods of curing a 
running ear that has persisted for a long time, there are many 
points which we, as otologists, should consider, First of all, is it 
necessary that a radical should be done? If dead bone be present in 
the tympanic cavity the answer is in the affirmative, but there 
are many cases where the patient is advised to have this operation 
performed on account of a discharge from the middle ear, which 
has been in existence only a few weeks or months, and where no 
dead bone can be demonstrated. In this class of cases I believe it 
is a very unwise procedure. I do not wish to be understood as 
opposed to this operation, when there are indications distinct and 
definite for its performance, for when these are present, I do not 
know of any other method of treatment that offers the patient 
such complete relief and safety. From personal observation, how- 
ever, I believe it is frequently advised and performed where there 
is absence of necrosis, and before other measures of a more con- 
servative nature, in the way of local treatment, have been exhaust- 
ed. In discussing the post-operative effects, the question of the 
percentage of recurrences is an important one. It is my belief 
that fully one quarter of the total number operated upon lapse 
into the recurrent class, and yet many operators will tell us that 
the number of their recurrences amounts to only four or five per 
cent, and they are right in believing this, for a large number of 
these cases operated upon from clinical material in the hospital, 
pass out from their immediate observation in from two to four 
weeks, and drift to other hospitals, where they again apply for 
treatment for a discharging ear. The cause of these recurrences 
is not always failure to remove all the dead bone, though frequent- 
ly such is the case, but many of them are the result of: faulty tech: 
nique in dressing after they have been discharged from the hos: 
" *Read at the 14th annual meeting of the American Laryngological, 


Rhinological and Otological Society, held at Pittsburg, May 28-30, 1908. 
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pital wards. It is just as important for the cure of the patient, 
that he who dresses the case after operation should have had ex- 
perience in this special line of dressings, as it is that the operator 
should have had experience in his field, and many an operator 
would have more complete cures to his credit, were he to follow up 
and dress his cases personally. Failure to properly rim out and 
remove all diseased tissue at the tympanic orifice of the Eustachian 
tube is also the cause of a certain number of these recurrences. But 
a still further cause acting by the way of the Eustachian tube must 
be considered, and that is, that many of these patients contract colds 
easily, the tubes become infected, and this extends to a mass of 
new scar tissue lying over the tube with the result that it becomes 
broken down, and a direct communication is once more established 
between the tympanic cavity and pharynx. The cause for such 
an extension in a large number of the cases is due to the mechani- 
cal obstruction in the naso-pharynx by a mass of adenoid tissue. 
and frequently this is markedly aggravated by a chronic amygda- 
litis. I have seen several cases recur, when upon the second op- 
eration there was not a vestige of diseased bone in the middle ear 
cavity, all the trouble being at the lower end of the tube. 

The effect of the operation upon audition is one of, if not the 
most, important to the patient, and I believe it is not discussed as 
frankly with the patient about to have this operation, as it should 
be, for many have volunteered the statement, that, had they known 
their hearing would be so poor, they would never have had the 
operation done. I have never seen but one case where the hear- 
ing was improved and remained so following operation, nor do I 
believe in the majority of cases that an improved permanent audi- 
tion is ever the result of that operation. To be sure, there are a 
number of cases reported with most brilliant results in regard to 
audition, but the reason for this is, no dead bone was resent when 
they were operated upon, and in all probability recovery would have 
taken place by a more conservative method of treatment, and a 
greater amount of audition been spared te the patient. In the 
vast majority of cases at the end of six months or a year, the 
hearing for all practical purposes, principally that of conversation, 
is a thing of the past and never returns. 

Tinnitus. In a certain number of cases operated upon the tin- 
nitus is improved temporarily, but after a substantial mass of scar 
tissue has re-formed, it again becomes troublesome, though not as 
a rule to such an extent as before. 
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Pain. The pain in nearly every case is relieved after operation. 

Vertigo. That which has been caused by pressure and not by 
labyrinthine disease is invariably relieved, and even though the 
patient exhibits marked vertigo prior to operation, the labyrinth 
should not be molested, unless we find a necrotic process invad- 
ing it. 

Nausea and vomiting are relieved in the majority of cases, as 
well as unsteadiness of gait, unless the labyrinth is involved. 

When mental symptoms are present they are greatly relieved, 
and in the majority of cases give no further trouble, and there 
is a gradual improvement in the whole system, 

Facial Paralysis. This occurs in a number of cases operated 
upon, but fortunately it is in the majority of cases but transient. 
It is wise, however, to acquaint a patient about to undergo this 
operation of the possibility of such an accident taking place. Should 
the nerve fail to perform its usual function at the end of a month 
after the operation, the use of an interrupted galvanic current will 
hasten resolution very materially. 

Among the many reasons given why the radical operation should 
be performed is, that if the disease be allowed to proceed un- 
checked, there will eventually be an involvement of the opposite 
ear, non-suppurative in character, or of the nerve. I have seen a 
few cases of long standing to which no other attributed cause could 
be assigned to this bilateral invasion. _ How frequently this oc- 
curs, I am unable to say, but think it is oftener than was formerly 
realized. 

The cosmetic results of a Stacke pure and simple are always 
good, barring accident, such as an infection of the suture line or 
a perichondritis of the auricle. In fact, it would require close 
scrutiny to detect a scar in the majority of cases one or two years 
after the operation was done, and the meatal opening, though larg- 
er than normal, is by no means disfiguring. A question which 
most patients ask prior to operation is, “how long must they be in- 
capacitated from their usual daily routine?” This varies with the 
individual, much depending upon the general condition at the 
time of operation. In an average case, they can be up and around 
at the end of a week, and can, in a measure, resume their usual 
duties in from four days to a week later, making the time limit 
they are away from business two weeks. In the average case there 
is complete dermatization in from six to seven weeks from the 
time of the operation. A few cases heal completely in from four 
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to five weeks, but this is by no means the average, and is indepen- 
dent of either a primary or secondary graft. In a suitable case 
the placing of a secondary graft on the operative field does in a 
few instances hasten rapid dermatization, but it has so seldom 
been successful in my hands that I have practically abandoned it. 
In advising this operation for our patients, a most important ques- 
tion should be considered, that of mortality, and it is impossible to 
gather statistics upon this point, for operators are prone to report 
successes and not the failures. 

That deaths do occur at times following this operation, we who 
are doing this work all know, and I believe that every one doing 
a considerable number of these operations could report, 
if he would, a certain percentage of deaths. If this be true, and 
I believe it is, should we not then be a little more guarded in our 
prognosis when the operation is under discussion with the patients 
or their families? I have had two cases of meningitis, and two of 
thrombosis of the sigmoid, bulb and vein, following, I believe, as 
the direct result of this operation, and all were fatal. I have also 
seen ten cases of meningitis, in consultation, following the opera- 
tion, all of which were fatal, and six cases of sinus involvement and 
two of brain abscess of the acute variety. Three of the six sinus 
cases recovered after evacuation of the sinus and resection of the 
vein, one of the abscess cases recovered, the other died. I do 
not wish by the report of these fatalities to be understood as con- 
demning the operation, for I am unqualifiedly in favor of it, when 
the local conditions and symptoms call for surgical relief, but I do 
protest against advising this operation, without informing the pa- 
tient of its gravity. 

To state that it is a simple operation, is to say what none of us 
who are doing this work believe, for I do not know of any more 
delicate, difficult and tedious work in the whole domain of surgery, 
than to do this special work as it should be done, and it is for this 
reason that I believe that no beginner should for a moment think 
of obtaining his experience in this line first from his patients, but 
should do as many operations upon the cadaver as he can, as a 
preliminary step to perfecting himself in the technique of this par- 
ticular work. 


No. 62 West Fifty-second Street. 
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THE VALUE OF THE DIFFERENTIAL BLOOD COUNT AND OF 
THE BACTERIOLOGICAL EXAMINATION OF THE 
AURAL DISCHARGE AS DIAGNOSTIC FACTORS 
IN CASES OF MASTOID INVOLVEMENT.* 

BY EDWARD BRADFORD DENCH, M.D., NEW YORK. 

The question as to the value of the differential blood count, 
and of the bacteriological examination of the aural discharge, as 
affording a definite factor in the prognosis of cases of suspected 
mastoiditis, has interested the otologist for a considerable period. 
From a general surgical standpoint, we would naturally expect 
that the presence of pus in the mastoid would cause not only an 
increase in the number of white cells circulating in the blood, 
but also an increase in the percentage of polymorphonuclear 
cells. This view was taken by most observers for a number of 
years after the value of the differential blood count became recog- 
nized in general surgical practice. 

In 1907, the writer presented a paper before the New York 
Clinical Society, on the value of the differential blood count and 
of the bacte1iological examination of the aural discharge, as an 
indication fo: the mastoid operation. This paper was published 
in the New York Medical Journal, October 12th, 1907. 

At the sugyestion of our Secretary, I have taken the liberty of 
bringing this subject to your consideration. The present paper 
will include the paper already published, together with added ob. 
servations whirh have been made during the last twelve months. 

Let us consider first the value of the differential blood count 
in cases of suspected mastoiditis. Referring to my former paper, 
I reported twenty-four cases, operated on at the New York Eye 
and Ear Infirmary. In seventeen of these the simple mastoid was 
performed, in six the radical operation was performed, owing 
to the fact that acute symptoms occurred in a patient already suf- 
fering from a chronic middle ear suppuration. In one case, 
the mastoid suppuration had involved the cranial cavity, and an 
epidural abscess was found at the time of operation. The blood 
count in these twenty-four cases showed that in uncomplicated 
% *Read ‘at the 14th annual meeting of the American Laryngological, 
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958 


: 
| 
| 
4 
: 
| 


| 


id 


DENCH: DIFFERENTIAL BLOOD COUNT. 959 


cases, the highest leucocytosis was 25,200, with a polymorphonu- 
clear count of 64 per cent. In the other cases, the leucocytosis 
ranged between 6,000 and 20,000, and in no case did the poly- 
morphonuclear count reach 80 per cent, in the uncomplicated cases. 

The later statistics show that in thirty-six cases, in no un- 
complicated case, did the polymorphonuclear count rise above 8o 
per cent. In seven cases, it was below 60 per cent, in eight cases 
between 60 per cent and 70 per cent, and in thirteen cases between 
70 per cent and 80 per cent. In eight cases, following the mastoid 
operation, in which either some visceral, intracranial complication, 
or infection of the superficial tissues took place, the polymorphonu- 
clear count was above 80 per cent. 

In all of these cases, of the last series. however, in which the 
polymorphonuclear count was above 80 per cent, the mastoid 
operation had already been performed, and the polymorphonuclear 
count was sinrply indicative of some further complicating lesion, 

It is interesting to note, in this connection, that two cases, in 
which the polymorphonuclear count was above 80 per cent, 
recovered perfectly after incision of the drum membrane, while 
in two other cases—one in which the jugular was excised for throm- 
bosis, and in another in which there was a complicating pneumonia, 
which later required excision of the jugular 
count never reached 8o per cent. 

Taking up next, the leucocyte count, in eight cases the leucocyte 
count was below 9,000, in thirteen cases between 9,000 and 12,000, 
in ten cases between 12,000 and 20,000, and it was above 20,000 
in four cases. One of these four cases died of meningitis; the 
second was a case of simple mastoiditis, in which after operation, 
the polymorphonuclear percentage suddenly rose to 88 per cent, 
with a white count of 40,000. The next day, however, the poly- 
morphonuclear count was 74 per cent and the white count 16,100. 
Both the polymorphonuclear rise and the white blood count were 
undoubtedly due to some sudden visceral complication. In the 
third case, the increase in the polymorphonuclear count must be 
attributed to a similar cause, as two days later the polymorphonu- 
clear count fell to 61.2 per cent, and the white cells to 13,000. 
In the fourth case, the white blood count was 29,800 in a case of 
simple mastoiditis ; the polymorphonuclear count was only 71.4 per 
cent in this case. 

I have simply given these four cases to show how misleading 
a single blood count might be. 


the polymorphonuclear 
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Referring to the preceding paper, already quoted, it was found 
that in 24 cases the leucocytosis ranged between 6,000 and 20,000, 
in uncomplicated cases. In two cases, however, in one of which 
there was a burrowing abscess of the neck and later a cerebellar 
abscess, there was a high leucocytosis, of 33,600, with a polymor- 
phonuclear count of 84 per cent. In a second case, one of double 
mastoiditis, complicated with suppuration of the supraclavicular 
glands and involvement of the lateral sinus, the leucocyte count 
at one time was 30,000, while the polymorphonuclear count at times 
ranged slightly over 80 per cent. 

We may say, therefore, that in no single case of this series, 
did the differential blood count offer the slightest help in diag- 
nosis. In the paper previously mentioned, I called particular at- 
tention to a case of acute otitis media, involving both ears, in 
which the polymorphonuclear percentage was about 84 per cent, 
while the leucocytosis was 29,000. In this case—that of a rather 
nervous boy—considerable mastoid tenderness was present. Both 
ears were draining freely, however, as the result of myringotomy, 
and the prompt appearance of certain signs in the chest. showed 
that the increased leucocytosis and high polymorphonuclear per- 
centage were due to the thoracic lesion, rather than to mastoid 
involvement. This patient made a perfect recovery, without any 
further operation than myringotomy. 

When we come to consider the value of bacteriological examina- 
tion of the aural discharge, as determining the indications for 
radical interference in cases of middle ear suppuration, we are 
confronted by the same problem as meets us in the consideration 
of the differential blood count. 

Combining the series of cases reported previously, with those 
teported at the present time, we have a series of 89 cases. In 
t1 the discharge was either not examined or the character of the 
discharge was undetermined; in 10 the discharge was sterile; in 
21 the discharge showed streptococcus in pure culture; in 5 pneu- 
mococcus; in I mixed streptococcus; in 7 mixed infection; in 10 
staphylococcus ; in 13 streptococcus capsulatus; in 3 pneumococcus 
and streptococcus; in 3 latent streptococcus; in 3 pneumococcus 
and staphylococcus, and in 2 colon bacillus. Out of these 89 cases, 
44 came to either mastoid or radical operation. Of the series of 
37 cases, previously reported, 7 came to mastoid operation. In two 
of these, the infection was mixed streptococcus and pneumococcus. 
In one the discharge was not examined. In one the infection was 
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staphylococcus, in two streptococcus capsulatus, and in one mixed 
infection with streptococcus. 

Of the present series of 36 cases, in 23 the mastoid operation was 
performed; in 11 of these there was streptococcus infection, in 3 
infection of staphylococcus, in 4 the infection was mixed, in 1 case 
the examination was unsatisfactory. Four cases were submitted 
to the radical operation. No culture was made in 3 of these cases, 
and in 1 case the infection was recorded as “mixed infection.” Of 
the 9 cases in which the mastoid operation was unnecessary, no. cul- 
ture was made in one case. Streptococcus infection was present in 
4 cases, streptococcus and staphylococcus in 1, mixed infection in 
2, and pneumococcus and streptococcus in 1. 

Looking over the cases of mastoid operation, we find that strep- 
tococcus infection predominated in both series of cases. This would 
naturally lead us to expect that, given a streptococcus infection, the 
chances of probable mastoid involvement would be greater than 
where the infection was due to some other organism. As in a num- 
ber of these cases, however, the infection was of a milder nature, 
this rule cannot be laid down as an invariable one. _It should also 
be noted that in 9 cases in which no operation other than free in- 
cision of the drum membrane was performed, streptococcus infec- 
tion was present in 4 of these cases. It is wise, therefore, for the 
surgeon to bear in mind simply, that given a streptococcus infec- 
tion, the possibility of serious mastoid involvement is greatly in- 
creased; that such involvement, however, is certain in a doubtful 
case, cannot be decided upon the evidence of bacteriological exam- 
ination alone. Some of the classical symptoms, indicative of mastoid 
involvement, must be present before, even in a doubtful case, the 
mastoid operation should be advised. 

Much attention has been drawn recently to the virulency of strep- 
tococcus capsulatus infection. In the series of cases reported in the 
article already alluded to, streptococcus capsulatus was present in 
10 cases, and in only two of these was the mastoid opera- 
tion necessary. In the last series of cases reported, streptococcus 
capsulatus infection was present in three cases. Two of these 
cases recovered perfectly after incision of the drum membrane, 
while in one case a mastoid operation was necessary, followed later 
by the radical operation, with opening of the labyrinth. 

While this communication involves such numberless figures that 
it may be confusing to follow it, several important points are, I be- 
lieve, clearly demonstrated: First, that in no single case of simple 
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mastoid involvement was the increased leucocytosis or the in- 
creased percentage of polymorphonuclear cells sufficient to aid the 
surgeon, in any way, as to the probability of mastoid involvement , 
second, that while a streptococcus infection of the middle ear is, 
without doubt, more serious in character than some of the other 
infections, many of these cases recover after free drainage of the 
middle ear has been established by a competent incision through the 
drum membrane; third, that while the streptococcus capsulatus 
infection is undoubtedly severe and insidious in character, and 
gives rise to few general symptoms, the frequency with which this 
infection can be overcome by free incision of the drum mem- 
brane is easily demonstrated by the above statistics, namely, that 
out of 13 cases in which streptococcus capsulatus infection was 
present, in only three of these was the mastoid operation necessary. 
I might add that all of these 13 cases occurred in private practice, 
and that the patients have been under personal observation for pe- 
riods varying from 3 to 18 months, so that the possibility of any 
unrecognized extension, due to infection, is absolutely impossible. 

It would seem that the involvement of the soft tissues, either of 
the neck, the brain substance itself, or of the lateral sinus, would be 
indicated by a rapid rise in the polymorphonuclear percentage, to- 
gether with an increased leucocytosis. 

Quoting again from my previous article, in two cases of otitic 
meningitis, in neither of these cases, excepting just before death, 
did the blood count give the slightest hint as to the invoivement of 
the intracranial structures. In a case of cerebral abscess, pre- 
viously recorded, and in one case of sinus thrombosis, also pre- 
viously alluded to, an increase in the polymorphonuclear percent- 
age, together with an increase in the number of leucocytes present, 
was of aid to the surgeon. I believe, therefore, that we may 
safely say that an increased polymorphonuclear percentage and an 
increase in the leucocyte count, is of absolutely no value in determin- 
ing the presence of pus in the mastoid in doubtful cases ;—that 
where these variations from the normal blood count occur in aural 
cases, we must look for one of three conditions: 1st, some visceral 
lesion; 2nd, some involvement of the soft tissues in the immediate 
vicinity of the wound, and, 3rd, for some involvement of the intra- 
cranial structures, either of the brain substance or of the lateral 
sinus. It should be particularly borne in mind, as is clearly dem- 
onstrated by the statistics, that in certain instances, a thrombosis 
of the lateral sinus may occur, in which the polymorphonuclear 
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count w:ll not rise above 8o per cent, and in which the leucocytosis 
will not be greatly increased. The differential blood count and 
bactericlozical examination of the aural discharge is certainly in- 
dicated in every case of middle ear suppuration, although the ac- 
tual amount of information afforded to the surgeon is certainly 
problematical. The surgeon must still rely on clinical signs of in- 
volvement of the mastoid and of the intracranial structures, and 
must put the bacteriological examination of the discharge and the 
differential blood count in a secondary place, in arriving at his 
diagnosis. 


No. 17 West 46th Strect. 


Effects of Faulty Eye, Ear, Nose and Throat Conditions upon the 
Mental Development of School Children. Herpert F. TRUE. 
Southern. California Practitioner, September, 1908. 

The author remarks that a child whose faculties are dulled by 
affections of the special senses is not only held back in his studies, 
but that-“‘once he realizes that he is unable to cope with his tasks, 
as do his fellows, his spirit for the attainment of perfection and 
the approval of his elders wanes, and his interest goes elsewhere, 
usually to worse things or trivial matters.” Sometimes he flees 
from the place of his torment, the school room. 

In the examination of 5,321 school children in Los Angeles, 
2,241, or 61 per cent., were found defective in eyesight; 1,170, or 
22 per cent., defective in hearing; 1835, or 37 per cent., had ade- 
noids ; 1,390, or 25 per cent., had enlarged tonsils. 

Dr. True remarks that “of fifty bright pupils and fifty dull pu- 
pils selected by six teachers on account of their marked brightness 
or dullness, eight bright ones were found defective in some con- 
dition of the eye, ear, nose or throat; and forty-three of the duli 
ones had some easily detected and marked defect of these organs. 
This proportion speaks for itself. The dull ones are the defectiv 
ones, and the defective ones are the dull ones. EATON. 
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RHINOSCLEROMA IN NORTH AMERICA. 
BY EMIL MAYER, M. D., NEW YORK. 


Rhinoscleroma, an unusual affection at least in this country, en- 
demic in Poland, contagious to a degree, may involve the external 
and internal nose, the pharynx or larynx, or either one with the 
other of those parts. It is characterized by the presence of Mick- 
ulicz cells, as well as by a special bacillus. | When the external nose 
is involved, the deformity is apt to be great, and the cause of great 
unhappiness, two large masses protruding from the nose covering 
the upper lip. If within the nose only, the mass is apt to be soft 
and grayish white, and often attached to the turbinals, and by its 
presence making the nose bulge outward. In the pharynx de- 
struction follows the infiltration, and the clinical picture is identi- 
cal to that of syphilis, from which it may be distinguished by the 
history and by the pathological and bacteriological examination. 

In the larynx and trachea stenosis ensues with the accompanying 
dyspnoea, and tracheotomy may be required. The clinical picture 
is that of a soft, grayish mass, usually subchordal. 

Until recent years the affection was considered incurable, and as 
the principal discomfort occasioned, except when the larynx or 
trachea was involved, was either from loss of tissue or redundance 
thereof, the individual lived or existed for many years. The great 
benefit following the use of the Roentgen rays, especially in the ex- 
ternal variety, or those internal ones that may be reached by the 
rays, holds out much hope for those unhappy individuals. 

Because of its unusual nature, the site involved, its comparative 
rarity and the impetus given to the treatment by recent additions 
to our therapy, rhinoscleroma is of special interest to the laryngolo- 
gist, dermatologist and pathologist, and each one of these presents 
his findings before his respective society either with or without re- 
cording them in the medical journals. [In this manner the same 
case may be reported by all three of the specialists named, or at 
least two of therm may do so, thus making it appear that there are 
many more cases among us than are here collected. 

Careful comparison has been made and personal communication 
had in order to avoid reduplication, in addition to a thorough 
search of the literature, and the writer presents herewith a review 
of the cases of rhinoscleroma recorded in the United States, as 
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also a br:ef history of three other cases not yet recorded, In pre- 
senting these cases those only of undoubted rhinoscleroma verified 
by pathological and bacteriological examination are considered. 

The first case recorded was by Sigmund Pollitzer of New York’. 
This case was presented also by*Allen and Jackson*. It was that 
of a female, native of Hungary, aged 54. The nose both extern- 
ally and internally was involved, 

W. Freudenthal* presents the history of a male, native of Galicia, 
aged 45, thirteen years in duration, involving the nose, pharynx 
and larynx. 

E. Danziger* reports two cases; one a female, aged 37, born in 
Austria, two years in the United States; nose only involved; the 
other, a female, aged 50, born in Austria, nose, soft palate and 
larynx involved. 

M. Toeplitz and H. Kreuder® report two cases, both in females, 
born in Galicia, aged 25 and 27 respectively, the mouth and nose 
being involved in both cases. 

E. L. Kenyon® had a case of a male, aged 26, born in Bohemia. 
seven years in the United States, claiming to have the disease six 
vears. This case was presented before the Chicago Laryngological 
Society, and is the same case recorded by D. W. Day’. (Prelimi- 
nary Report of the Pathologic Finding in a Case of Rhinoscleroma. ) 

William S. Gottheil* presented a case of a woman, aged 30, born 
in Russia, occluding the nasal passages and involving the upper 
jaw, septum and alae nasi. 

F. G. Stubbs® had a case of rhinoscleroma in a female aged 21, 
Austrian Poland, four years in the United States. nose and larynx 
only involved. 

M. J. Ballin’® reports the case of a female, aged 53, Russian Po- 
land, sixteen years in duration, involving the nose and pharynx. 

R. G. Perkins" gpeaks of the relation of the bacillus mucosus 
capsulatus group to rhinoscleroma, and of the various members of 
the group to one another, and mentions the case of a patient of 
Dr. W. H. Mavin of Cleveland, Ohio. This case was seen in the 
spring of 1905, was a male of 35 years, born in. Eastern Austria, 
and had the affection two years before coming to the United States. 

Emil Mayer’ reports the case of a female, aged 16, born in Rus- 
sian Poland, three years in the United States, the trachea being 
primarily involved, subsequently the inner portion of the nose only 

At the dispensary of Mt. Sinai Hospital I saw a case of rhino- 
scleroma in a male’, aged 18 years, the nose only being involved at 
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that time. It was subsequently learned that the larynx became in- 
volved, necessitating tracheotomy. This case had made the rounds 
of the clinics in Boston, Mass., also, and was observed by myself in 
November, 1907. The writer has briefly recorded another case of 
a female'*, aged 23, born in Russian Poland, three years in the 
United States, the pharynx and interior of the nose being involved. 
This case had all the appearances of specific lesion. | Not improv- 
ing under medication, my assistant, Dr. Ballin, excised a portion 
of the cicatrized mass and the pathological report proved it to be 
a rhinoscleroma. 

W. Freudenthal’® reports a case in a female, aged nine years. 
This case, not being previously recorded, is here presented in brief 
by the courtesy of Dr. Freudenthal, as follows: Patient had had 
typhoid fever three years before, and has had pain in the nose and 
headache for the past year. Status on October 20th, 1907: Hypertro- 
phy of left inferior turbinal ; this was partly removed and specimen 
sent to Dr. Jonathan Wright. Patient still breathes with difficulty 
and submucous resection of the thickened (deviated?) septum was 
tried. It was found to be impossible to remove the mucous mem- 
brane from the cartilage, and resection had to be given up. But 
another piece of the left inferior turbinal was removed and referred 
to Dr. Strauss for examination. Both reports agreed that the 
case was one of rhinoscleroma. The left ala nasi and its vicinity 
had always felt hard to the touch. Dr. Stern tried the X-rays 
four times at Mt. Sinai Hospital, but the mother did not care to 
continue the treatment. Dr. Freudenthal tried radium for at least 
fifteen sessions, each of which lasted twenty to thirty minutes. Of 
late he tried the emulsion of lactic acid bacteria, so highly spoken 
of by Curtis, but in spite of everything the masses grow steadily 
larger. so that the left nose is entirely occluded now (June 22nd, 
1908 ) 

Stanton Friedberg’* presented to the Chicago Medical Society 
in May, 1908, the history of a female, aged 21, married, born in 
Austrian Poland, two years in the United States. The larynx 
and the nose are principally involved. A complete history of this 
interesting case will undoubtedly be presented by Dr. Friedberg in 
due course. 

The total number of undoubted cases of the affection occurring 
in the United States was sixteen; of these thirteen were females 
and three males; the youngest ‘patient was nine years old, and the 
oldest fifty-four years; average age was thirty years. Of this 
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number the nose only was involved in four cases, the nose, pharynx 
and larynx in two cases, the nose and larynx in four cases, and the 
nose and pharynx in six cases. In all of the cases the affection 
had its beginning before the patients came to this country, all 
came from some part of Poland, and no authentic cases originating 
in the United States have been found. 
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The Surgical Treatment of Otogenic Meningitis. G. ALEXANDER. 
Deutsche Medicinische Wochenschritt, Sept. 28, 1905. 

Briefly stated, the surgical treatment of otogenic meningitis at 
Politzer’s clinic consists of the following procedures :—The radical 
surgical treatment of the suppuration of the ear, exposing the 
dura, opening and draining the subdural space, aspirating through 
the opening in the dura, lumbar puncture repeated if necessary, 
and drainage by mean: %f a counter opening in the posterior 
cranial fossa. YANKAUER. 


PRIMARY SARCOMA OF THE NASO-PHARYNX. 
REPORT OF CASE.* 
BY JAMES F. MC CAW, M. D., WATERTOWN, N. Y. 


The case which I present for your consideration was seen January 
21, 1907. The following history was obtained.—J. W. M., aged 60 
years, male, of Scotch parentage. Family history negative. Had 
been addicted to the use of whisky, going on periodical sprees for 
years. Has always been troubled slightly with “catarrh.” For 
twenty years the hearing of left ear has been markedly: impaired. 
The hearing of the right seemed good, and he noticed no difficulty 
with it until about one year ago, when it suddenly became im- 
paired. This improved in a few days but hearing never returned to 
its original condition. These attacks of impaired hearing appeared 
at frequent intervals, leaving the hearing worse after each. For 
about six month he has been able to hear only very loud conver- 
sation. About the time when his right ear began to trouble him, 
he noticed slight obstruction of the right nostril, bloody discharge 
when clearing same, and blood-stained sputum when clearing the 
throat. This was followed shortly by a feeling of fullness and 
soreness in the throat, slight pains radiating over the entire right 
side of head, and torticollis on the corresponding side. All the 
above symptoms increased gradually in severity, with loss of flesh 
and strength, and he was finally forced to abandon his employment. 
Several weeks before I was consulted he developed very severe 
intermittent pain in the right ear, worse at night, a noticeable 
difficulty in swallowing, and muffled voice. Examination showed 
the following: His skin wrinkled and drawn, face bore an anxious 
look; from a man weighing 195 pounds normally, he weighs now 
only 160 pounds. Temperature, 99.5 F.; pulse, 96. 

_ There was a crest-shaped deviation of the nasal septum to the 
right and a small polyp in the middle meatus on the left side. In 
the naso-phaynx was seen a tumor occupying the upper, posterior, 
and right lateral wall, involving the right Eustachian eminence. 
It extended from the upper part of the naso-phaynx down to a 
point opposite the margin of the soft palate, filling the entire right 
side of this space and in contact with the soft palate above. The 
surface of the tumor was smooth and firm to the touch below, the 
upper ‘part was breaking down and undergoing necrotic changes. 


*Read at the meeting of the American Academy of Ophthalmology and 
Oto-Laryngology, Louisville, Ky., September 26-28, 1907. 


968 


= 

lag 


MCCAW : PRIMARY SARCOMA OF NASO-PHARYNX. 969 


This necrotic surface was covered with a foul, bloody discharge. 
Although nasal obstruction was quite pronounced, neither the nasal 
chambers nor soft palate were involved in the growth, the ob- 
struction being due to the presence of the mass in the naso-pharynx. 
There was a muffled voice with nasal intonation and slight dyspha- 
gia. Based upon the classical symptoms, of the presence of a friable 
necrotic growth in the naso-phayngeal space, nasal and post-nasal 
bleeding, severe pain in the ear and head on the corresponding side, 
stiffness in the muscles of the neck, foul post-nasal discharge and 
well marked cachexia, a clinical diagnosis of malignancy was made 
and a piece of the growth removed with forceps for microscopical 
examination. The pathologist’s report revealed the fact that it was 
a round-cell sarcoma. 

The question of diagnosis settled, treatment presented a most 
perplexing problem. Here was a tumor which had in two weeks 
from the time I first saw it continued to grow so rapidly that it 
now completely filled the post-nasal space, forcing the soft palate 
well forward and downward, producing difficult and painful deglu- 
tition, some obstruction to breathing, quite severe hemorrhages 
from the nose and throat upon the slightest provocation, inter- 
ference with rotation of the head and motion of the lower jaw, 
and ‘pain so severe that large doses of morphine were required for 
relief. At this time the family and patient were willing to have 
anything done that offered hope of relief from his suffering. The 
patient was taken to the City Hospital, and after the ordinary 
preparation chloroform was administered and a low tracheotomy 
done, a tube introduced and the chloroform continued through this. 
A mouth gag was now inserted, and with the patient in Trendelen- 
burg position the soft palate was divided in the median line up to 
_ the bony portion. The flaps were retracted, when the tumor, about 
the size of an ordinary lemon, could be plainly seen occupying the 
situation above described. This was removed as thoroughly as 
possible with forceps, scissors and curettes, but not to my satis- 
faction. It was found that there was no definite outline or capsule, ° 
but a diffuse growth infiltrating the deep tissues of the posterior 
and right lateral walls of the phaynx. It was plainly evident that 
I did not and could not cut wide of the diseased area without in- 
juring important structures. The hemorrhage being also very 
severe, I desisted from further interference. After checking the 
bleeding with iodoform gauze packing, the palate wound was closed 
with interrupted sutures. The gauze packing was removed in 
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twenty-four hours, the tracheal tube on the third day and the 
sutures from the palate on the fifth day. 

In three weeks the patient left the hospital with the tracheal 
wound closed, great relief from suffering and dysphagia; nasal 
respiration free and voice clear. Post-nasal examination showed 
a small nodule just below the Eustachian tube. As the tumor was 
again increasing rapidly in size I attempted removing with forceps 
small pieces of the growth every second day as suggested by 
Bosworth. This proved inefficient, and daily injections into the 
mass, of fifteen minims of adrenalin chloride (1-1000), were re- 
sorted to. Immediate relief of pain followed each injection and lasted 
from one to two hours. The effect was almost instantaneous, and 
thus far the writer has been unable to explain this phenomenon 
satisfactorily. This seemed to hold the growth in check more 
effectually than anything I had previously tried, but had to be dis- 
continued on account of the rapid heart action and extreme dizziness 
which followed each injection. 

May 23rd some enlargement of the cervical glands on the right 
side was detected for the first time, with pain and lachrymation of 
the right eye. The growth continued to enlarge rapidly, and the 
pain became so inténse that on June 23rd the external carotid artery 
was ligated just above the bifurcation on each side. The superior 
thyroids were ligated separately. At this time the greater part of 
the growth was curetted away. Immediately after ligation of the 
external carotids, palpation of the tumor imparted a very soft, 
almost cystic feel. This was evidentiy due to the impeded arterial 
circulation to the part with more or less collapse of the distended 
vessels, the venous side being still full. Following this procedure, 
the patient reacted nicely, the mucous membrane of the pharynx and 
naso-pharynx became very pale, there was immediate relief from 
the severe pain, torticollis and muffled voice. A very peculiar phe- 
nomenon was the fact that for three days following the operation 
the patient was unable to swallow liquids but could take solids more 
easily. The wounds healed by ‘primary union, and the patient made 
an uneventful recovery, leaving the hospital seven days later. 
Weight, 128 pounds. 

For two months he improved rapidly, gaining twelve pounds in 
weight, with complete relief from pain and discomfort of any kind, 
and all hemorrhage and foul discharge ceased. Pulsation in the 
facial or temporal arteries could not be detected. 

About this time the growth again began rapidly to increase in 
size, extending down the posterior and right lateral walls of the 
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pharynx, crowding the soft palate well forward, interfering some- 
what with deglutition, and pain again became quite severe. At this 
writing the case seems beyond hope of doing anything more except 
:elieving his suffering with opiates. 

The pathological report is as follows :— 

“Character of Specimen:—Neoplasm from naso-pharynx, soft, 
friable, of grayish-brown color. 

“Miscroscopic Appearance.—Slides show very little stroma, but 
a nearly homogenous mass of round cells of connective tissue type 


with blood vessels among them, the cells being so deeply infiltrating 
and degenerated as to make the cutting of sections showing single 
layers of cells practically impossible. A few areas of spindle-shaped 
cells show and some very large cells, almost simulating squamous 
cell carcinoma; however, the lack of stroma, position of blood 
vessels and great preponderance of small round cells seems to war- 
rant the diagnosis of small round cell sarcoma. I. M. Mraper.” 

Notwithstanding the number of cases of malignant disease re- 
ported, with the infinite variety of methods used in their treatment, 
we are still far from the goal of our ambition in dealing with this 
most horrible condition. True it is we have made some advance in 
the treatment of this disease, but the results in general leave much 
to be desired. The general subject of malignancy should be of in- 
terest to us as physicians, and as laryngologists we should be spe- 
cially interested in the subject of malignant disease of the upper 
respiratory tract. There is no subject in the domain of medicine 
of such importance, about which we know so little. Primary sar- 
coma of the naso-pharynx is a rare condition. In reviewing the 
literature of the subject the writer has been able to collect only 
twenty-three undoubted cases of this disease, including the case 
herein reported. It might be mentioned that there are many re- 
ported cases of sarcoma of the tonsils and nasal passages and a few 
of the soft palate, involving the pharynx and post-nasal space 
secondarily, but manifestly these could not be included in this paper 
as the writer is reporting only sarcoma affecting the naso-pharynx 
primarily. 

In looking up the literature of the subject the author has been 
impressed with the lack of exact data, in many reports, making it 
almost impossible to classify the case as to its primary origin or 
pathological nature. The writer would therefore emphasize the 
importance of more specific reports as to the nature and primary 
location of growths in this region, that our literature of the subject 
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may be of more value. A brief review of reported cases is con- 
vincing evidence of the necessity for it. 

Treatment opens a wide field for discussion. The writer will, 
however, allude only to those methods which have been found to 
be of value in dealing with this most dreadful malady. The in- 
jection of different substances into the tumor and into other parts of 
the body has of recent years been practiced quite widely in inoperable 
cases. Of these substances arsenic, formalin, alcohol, adrenalin, 
trypsin and amylopsin and the mixed toxins (Coley) have been 
most used, and all have their advocates. So far as we have been 
able to find, Thompson of Cincinnati is the only one reporting a 
cure of sarcoma of the naso-pharynx by any of the above-named 
injections. He used formalin. In view of the fact that his case 
was under observation only from April, 1899, to July, 1900, we 
should feel somewhat skeptical as to the ultimate result. It has 
beer shown over and over again that malignant disease may recur 
or form metastatic deposits years after the disappearance of the 
original growth. Chevalier Jackson reports a case with recurrence 
seven years after laryngectomy for carcinoma, and cites another 
where recurrence took place thirteen years after removal. From 
his experience he concludes there is no such thing as absolute cure 
of malignancy. Trypsin and amylopsin have recently attracted 
much attention: while it is true trypsin may dissolve cancer cells 
and some patients improve under its hypodermic use, no cure has 
yet been reported, and the question of its beneficial action is still 
to be determined. Arsenic, alcohol and adrenalin have proven of 
some value in relieving suffering, but without any claim of curative 
effect. The Finsen Light and X-ray are still under trial, with all 
probabilities against their general usefulness. Their curative in- 
fluence we think has been greatly overestimated. The advantage 
of the Roentgen ray being only in the fact that it exerts a beneficial 
analgesic effect and causes a diminution of offensive discharge, 
therefore it is best used after excision of the growth. With ovr 
present knowledge of malignant disease, surgery in some form 
seems to offer the greatest hope of success. The methods usually 
practiced are: (a) removal piecemeal at different sittings, (b) re- 
moval en masse, (c) ligation of the external carotid on each side, 
(d) ligation and excision of the external carotids, and (e) radical 
external mutilating resections. 

So far as the writer is aware, Bosworth is the only one reporting 
an absolute cure with any of the above methods; he removed small 
pieces of the growth every second day and finally succeeded in pre- 
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venting a recurrence. This subsidence of growth extended over a 
period of seven years. It seems difficult to account for the dis- 
crepancy in results obtained from the use of the same method in 
different hands. For example, the writer tried the method in his 
case by which Bosworth obtained such an excellent result, and it 
proved entirely inefficient and was abandoned. 

It would seem, therefore, that there is something aside from the 
method employed that influences the result, and that something 
must be inherent in the growth itself, in the individual, or possibly 
both. Our present knowledge of the cause and nature of malignant 
disease is entirely inadequate to definitely explain these discrepancies. 
May we not have different degrees of malignancy inherent in 
growths, pathologically of the same type,—the same, for example, 
as we have different degrees of virulency in typhoid fever, diphtheria 
and many other conditions? This, together with the variable resist- 
ing power of different individuals, would theoretically, at least, 
account for the cases of reported cures of malignant disease. The 
whole question of malignancy is still so indefinite that we are unable 
to tell the length of time that must elapse before a recurrence or 
metastases are improbable. Until we have more exact knowledge 
of these important tactors, we think it wise not to report our cases 
of malignant disease as cured, but as having remained so long with- 
out recurrence or metastasis. 

On account of the close proximity of important structures to the 
naso-pharynx, an attempt to remove a malignant infiltrating growth 
en masse can be nothing more than palliative. By an early recog- 
nition and immediate and thorough extirpation we might hope for 
better results from this method of procedure. We would strongly 
advocate such a course if the case is seen sufficiently early, but, as 
we all know, these cases are usually seen too late, at a time when 
the growth is infiltrating the deeper structures ; and under such cir- 
cumstances it seems to the writer that ligation of the external 
carotids, either with or without resection, offers the best chancé 
for relief of symptoms and comfort of the patient. The externa? 
mutilating operations, with the resultant deformities, as practiced 
by the general surgeons, are mentioned only to be condemned. 
There can positively be no hope of cure when a case has reached a 
stage that would seem to warrant such a procedure, and the relief 
of the patient can be accomplished by less mutilation and immediate 
mortality. Following such cperations the patients either die on the 
table or death follows shortly after. In view of these facts, we feel 
that such operations are unjustifiable. 
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TUBERCULAR ULCERATION OF THE PETIOLUS REGION OF 
THE EPIGLOTTIS.* 


BY TIMOTHY J. REARDON, M. D., BOSTON. 


This condition is very rarely observed alone. After a thorough 
examination of the literature dealing with tubercular laryngitis, I 
have been able to find but two references to it, those of M. Schmidt 
and L. Pollnow. Heinze observed it once at autopsy. 

Case—J. S., Aet. 34. Business man. Family history excellent. 
Previous history: When a boy of eight, was thrown violently and 
had his nose fractured. Present History: He called on me for the 
first time on August 26, 1904. Complained chiefly of cough, night 
sweats, increasing emaciation, and pain on swallowing and hawking. 
Had been a mouth-breather for years. His tubercular trouble be- 
gan about one year previous. His business had been of an exact- 
ing and laborious nature. 

Physical Examination—Lungs showed marked infiltration of 
both apices, with cavity formation in the left. Nose showed marked 
stenosis of both sides, due to deviation of the septum. Dry phar- 
yngitis. The larynx showed round ulceration about the size of a 
three-cent piece on the petiolar region of the epiglottis. This was 
unaccompanied by edema; no ulceration could be seen elsewhere 
in the larynx. The larynx was pale in color; the ulcer covered 
with yellow tenacious mucus. No cartilage could be felt with the 
probe. The voice was strong in character ; it caused him, however, 
some discomfort to speak. Applications of lactic acid (50 per 
cent solution) were made to the ulcer after curettement. 

September 1. The epiglottis appeared slightly swoilen. 

September 27. The treatment with lactic acid continued and 
swelling still present, but not marked. 

October 10. Again curetted thoroughly, and lactic acid con- 
tinued. 

October 25. Marked edema of epiglottis present for the first 
time, and slight edema of the aryepiglottic folds. 

November 15. Continued treatment with lactic acid. Lungs 
show increase of process. 

Treatment of a palliative character continued for remainder of 
time patient lived, but no improvement was noted at any time. He 
died on January 21, 1905. He did not suffer to any marked de- 


*Read at the Fifth Pan-American Medical Congress he:d in Guatemala 
City, Guatemala, August 5, 1908. 
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gree from his laryngeal trouble, the ulcer remaining local and no de- 
struction of the upper segment of the epiglottis occurred. 


PATHOLOGY. 

Ulceration of other parts of the epiglottis is common, especially 
of the edges presenting into the oro-pharynx. The superior part 
of the epiglottis is prone to trauma, particularly when swollen. For 
this reason it ulcerates rapidly, and its destruction down to the 
tongue follows. 

This type of the disease may assume the form of an epithelioma- 
tous tumor of the epiglottis, as observed by Gougenheim and Cohn. 
Bertrand asserts that primary tuberculosis of the epiglottis is very 
rare. He reports three cases of ulceration of the superior edge. 

W. Nikitin reports a case of primary nodular tubercular tumor 
of the epiglottis. It was removed, and on microscopic examina- 
tion shown to be tubercular. The patient recovered. 

Ramsay reports a case in a girl nineteen years old, of swelling 
and thickening of the epiglottis, accompanied by cough and hoarse- 
ness. No bacilli found. Solis Cohen reports a similar case. The 
negative character of sputum renders them somewhat questionable, 
yet the clinical picture given is very definite. 

Collier reports a case with fissure-like ulceration, and with ary- 
tenoids slightly edematous. No microscopic examination was 
made. 

A tumor form of tuberculosis was first described by Avellis as 
occurring in the larynx, and may appear on the epiglottis, but is 
more frequent in or near the sinus of Morgagni and is very rare. 

Blumenfeld reports two cured cases of seven years’ duration. 
Ewing and Nicoll report similar cases, 

Rindfleisch (Lehrbuch d. path. Gewebelehre iv. Aufl. 1875, p. 325) 
speaks of the tubercular process, beginning about the glands be- 
tween the acini and finally breaking into the gland and causing a 
funnel-shaped ulcer. It may be round in shape. 

Ulceration on the ‘posterior surface of the epiglottis has been 
noted by M. Schmidt as a cause of rapid infiltration of the epiglot- 
tis. When the latter occurs this form of ulceration should be 
looked for. Pollnow states that cases do occur with excessive in- 
filtration without any ulceration being visible. An ulceration of 
the epiglottis can also produce edematous infiltration of the ary- 
epiglottic folds and mucosa over the arytenoid cartilage. 

Heinze says that ulceration of the epiglottis occurs in 55.3 per 
cent of laryngeal cases. As to the specific location of the ulcer, 
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he found it twenty-one times at or on, the base of the laryngeal sur- 
face, three times on the side edges and once near the apex. In. 
one, there was destruction of the upper half, accompanied by ulcer 
of the tongue. 

Heinze reports double ulceration of the epiglottis occurring four 
times on the edge and three times on the apex, with ulceration of 
the inner surface. He observed bare cartilage twice in ulceration 
of the epiglottis, once on the apex and once on the edge. He 
also states that the larynx is affected next in frequency to the in- 
testines in pulmonary tuberculosis, 

McKenzie observed in his clinical study of five hundred cases of 
laryngeal phthisis that edema of the epiglottis was present in one 
hundred and sixty-five, many of these being in the early stage. The 
epiglottis was thickened in one hundred and twenty-five and ulce- 
ration was present in one hundred and eleven. In one hundred 
post-mortems, there was thickening of the epiglottis in eighty-one 
and ulceration in sixty-nine. He gives a very bad prognosis for 
all forms of tuberculosis of the larynx, only four cases where it 
was completely arrested. 

A primary tubercular perichondritis causing rapid destruction has 
not been observed. 

SYMPTOMATOLOGY. 


Objective: Ulceration of the epiglottis occurs much more fre- 
quently on the lingual surface than on the laryngeal surface. It 
is generally superficial in character, but may reach to the cartilage. 
If the ulcers are numerous and coalesce, there is a large loss of 
substance, especially when the ulcer is located on the superior edge 
of the epiglottis. It then has a gnawed or escalloped appearance. 
Often the ulcer extends from the lingual base on to the epiglottis, 
causing it to necrose rapidly, leaving a large ulceration, with the 
remnant of the epiglottis presenting a thickened, excoriated stump. 

Ulceration of the petiolar part of the epiglottis may be very mild 
in character, and remain localized for months (as in the case re- 
ported above) without any marked edematous infiltration. This in- 
filtration, however, can be so marked that a diagnosis of an ulcera- 
tion at this point may be very difficult, owing to the turban-like 
shape of the epiglottis, which is often five or six times thicker. 
This form is a very frequent concomitant of infiltration of the ary- 
tenoids due to tubercular disease of the posterior intralaryngeal 
surface, and also to tubercular disease of the lingual surface of the 
epiglottis. 


REARDON : ULCERATION OF THE EPIGLOTTIS. 977 


Subjective: Dysphagia is the characteristic symptom. Schmidt 
found this most marked when the ulceration was located on the 
laryngeal surface and on the outer edges of the epiglottis. When 
the parts are infiltrated, a sensation of foreign body is present, and 
the motility of the epiglottis is impeded considerably. This gives 
rise to the possibility of swallowing the wrong way, which pro- 
duces spasms of coughing. It also hinders tone production to a 
marked degree. It may exist without anv symptoms. The ob- 
jective symptoms are more marked ir *“e late stages. 

The early stage is apt to be overiooked, and very slight attention 
is given to ulceration of any kind on the under side of the epiglottis, 
principally because the swelling prevents a good view being ob- 
tained of the laryngeal surface with the mirror. 

As ment‘oned in the case reported here, the ulceration began about 
the petiolus and remained local for two months before any marked 
edema occurred. It was only in the late stages that the aryepiglot- 
tic folds and arytenoids were involved. No ulceration existed else- 
where in the larynx at the beginning. In the last months of the 
disease the epiglottis showed some superficial ulceration. 

TREATMENT. 

Heryng says he curetted the under side of the epiglottis for tu- 
berculosis, but that it is very difficult because of its mobility, Schech 
and Pollnow agree with Heryng on this great difficulty. Many in- 
struments have been devised for assisting in operations about the 
epiglottis. Most of these are useless because they are so compli- 
cated in their design. To-day, better means can be used for steady- 
ing the epiglottis than were obtainable ten years ago. The Kir- 
stein autoscope is especially valuable for this purpose. The laryn- 
geal sound designed by von Eicken for hypopharyngeal examination 
is also a very good aid. 
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IMPROVEMENT OF TECHNIQUE IN VARIOUS SINUS AND 
MASTOID OPERATIONS. 
BY J. R. FLETCHER, M. D., CHICAGO. 

There are serious objections to the present technique in several 
of the frequently performed sinus and mastoid operations: namely, 
the Killian radical frontal sinus, the Luc-Caldwell and Krause an- 
trum, and mastoid operations which involve the laying bare of the 
membranous wall of the sigmoid sinus and the dura of the middle 
and posterior fossae; also the sphenoid operation. 

In the Killian operation the danger of fracture of the bridge, 
the delay and difficulty in removal of the anterior, and especially 
the inferior wall of the sinus, and the inconvenience of removal of 
the frequently present septa, constitute the important objecions. 

In the Luc-Caldwell operation there is danger of injury to the 
roots of the teeth and fracture of the processus alveolaris when tne 
chisel is used; danger to the tooth-roots and delay in widening the 
original opening with the trephine or any instrument cutting from 
without inward, as well as lack of control in removing the desired 
portion of the lateral nasal wall. 

In operating in the region of the mastoid we must remember the 
glass-like brittleness of the inner lamella of the skull and the dan- 
ger, in consequence, of rupture of the dura or membranous wall of 
the sigmoid sinus when they are to be laid bare, 

In making the initial opening in all of these operations, the dan- 
gers either do not exist or are minimized, therefore the means now 
used seem to be admirable. It is in the enlargement of the opening 
that the difficulty comes. 

The present means of opening the sphenoid sinus leaves much to 
be desired, because of the slowness of operating and the remaining 
raggedness of the wound, 

To obviate these difficulties I have constructed an instrument on 
the principle of the punch and die, which cuts in all directions with- 
out change of position of the hand. 

It is composed of a mushroom-shaped head (the punch) and a 
ring knife (the die) which are connected to the grip by parallel 
shafts. The head is sharp on the margin of the -under excavated 
portion of the hemisphere, and is of one piece with the shaft, which 
connects it to the fixed handle of the grip. The ring knife, 
through which the head passes, in the act of cutting, is connected, 
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by means of a moving shaft, parallel to that ot the head. to the 
movab‘e handle of the grip. (Figure 1.) It is easily separable for 
the purpose of cleansing or repair. 

The lever device and grip are so constructed that any bone which 
will engage between the head and the ring can be cut with compara- 


Figure 1. 

tively little pressure, the cut portions passing out automatically 
through the enlarged posterior opening of the ring. A perfectiy 
smooth cut of both the soft and bony tissue is made. When the 
head is passed through an opening made with a trochar the initial 
cut is circular, the following cuts semicircular. As this instru- 
ment cuts in all directions, a circle, square, or triangle may be made 
around as large an area as is desirable, allowing the central piece 
to fall out. 

I wish to emphasize the convenience and rapidity with which one 
may cut with this instrument without change of position of the 
hand. No contortion is necessary to reach any desired situation. 

Figure 2 is the same cutting device with the Hagedorn needle- 
holder handle which so many operators find most agreeable to work 
with. 

Figure 3 is a modification for the Krause operation. Its ad- 
vantages are that it cuts forward, backward, upward and down- 
ward, leaving the margins of the wound perfectly smooth; the lat- 
ter being especially desirable in this operation, as otherwise the pus 
flowing over the ragged portions causes rapid formation of granu- 
lation tissue and closure or occlusion of the opening. 
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When this instrument is used for the Krause, the lateral nasal 
wall should be punctured with a trochar, but not further broken 
down, as pieces of fractured bone, held between membrane, may be 
torced into the cavity and lie unnoticed on its floor, later to be lift- 
ed up by secretions and thus spoil the operation. If the walls are 
not rigid, it is difficult to make cut after cut, in quick succession, 
with any instrument, especially with this one. If the wall is firin 
and upright, the neck of the instrument quickly finds the deepest 
part of the last hemispherical cut. 
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Figure 3. 

A fourth model, for the removal of the anterior wall of the sphe- 
noid cavity, differs from figure 1 only in being smaller and the shafts 
longer. 

After making an opening, as advised by Hajek, with his hook 
knife, I have removed the entire anterior sphenoid cavity wall of 
one side, in the living subject, in less than one minute, leaving the 
margins perfectly smooth. 

In conclusion, I wish to thank Mr, H. Reiner, of Vienna, by 
whom these instruments are made, for his skill and accuracy in fol- 
lowing my directions. They were constructed during the time of my 
studies there. 
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A CASE OF OSTEO-CHONDROMA OF THE SEPTUM WITH 
EXTENSIVE ABSORPTION OF THE CRIBRIFORM PLATE; 
TUMOR EXTRUDING INTO THE CRANIAL CAVITY, 
SPHENOIDAL AND ETHMOIDAL CELLS.* 

BY ROBERT C. MYLES, M. D., NEW YORK CITY. 

Mr. J. C. had an operation performed on his nose ten years ago. 
Three years afterward his nose began to be obstructed and he con- 
sulted a physician, who made a diagnosis of a large bony growth 
situated very deep in the nose. Mr. C. then consulted another phy- 
sician, who operated by boring through the nose. This was followed 
by some relief. In February, 1907, the patient consulted Doctor C., 
who diaznosed a large bony tumor back of the nose, and advised a 
radical operation. Patient consulted Dr. Myles at the New York 
Polyclinic, April 27, 1907. Diagnosis was made of a very nard tu- 
mor, probably an osteoma, involving the posterior part of the sep- 
tum, and extending into the spheno-ethmoidal region. 

A radical externai operation was advised, but patient declined 
and was not seen again until January 8, 1908, when he consented. 
Diagnosis was changed to probable osteo-sarcoma, as it had more 
than doubled in size during the past eight months, and because a 
trocar was driven into it with moderate taps with the hammer. 

The operation was performed under cocaine, morphine and hy- 
oscyamin anesthesia by Dr. John A. Bodine and the writer, January 
18, 1908. After one external carotid artery had been tied and a 
temporary ligature placed around the other, an incision was made 
transversely through the nose close to the inferior borders of the 
nasal bones extending through the alae-nasi and the quadrangular 
cartilage down to the level of the face. This allowed the tip of the 
nose to drop down on the upper lip. The incision was then con- 
tinued along the line of the articulation of the nasal bone and the 
nasal process of the superior maxillary as far as the frontal bone and 
thence across the nose along the articulation between the nasal bones 
and the frontal bone. Then the nasal bone was separated from the 
superior maxillary with a heavy pair of cutting forceps, and from 
the frontal bone with a chisel and mallet. The patient at this junc- 
ture protested, manifesting symptoms of some distress and pain. 


*Presented before the Section on Laryngology and Rhinology of the 
New York Academy of Medicine, February 25, 1*ys. 
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lhe bridge of the nose was broken loose, laid over on the left side. 
and a large tumor was seen filling the greater part of the nasai 
cavities and accessory sinuses. The macroscopical appearances were 
those of sarcoma, especially to our minds, which were aiready bias- 
ed in favor of that diagnosis. 

After Dr. Bodine had removed a part of the tumor he requestea 
me te remove the deeper parts, which I did, aided by a headlight 
and instruments especially adapted for intra-nasal procedures. Pro- 
longations of the tumor had extended into the sphenoidal and eth- 
moidal cells and the orbital and cranial cavities. Great care was 
used not to puncture the phagocytic walls and meningeal mem- 
branes. While I was removing the tumor from the cranial cavity a 
little chloroform was used. It was noticed that over the area where 
the cribriform plate was absent there was an intra-cranial pulsation 
about one-fourth of an inch. Microscopical examination of the 
specimen proved it to be a chondroma. This diagnosis was made 
by Dr. Jeffries and corroborated by Dr. Jonathan Wright. I pre- 
sent a slide for your examination and a six-ounce bottle filled with 
only a part of the tumor which was removed. The patient has 
made an uneventful recovery under the careful attention of my as- 
sistant, Dr. Augustus M. Anderson. 


46 West Thirty-eighth Street. 


Otosclerosis in a Cat. L. Katz. Archiv ft. Ohrenheilkunde, 
May, 1906. 

The author examined the internal ear of a cat 23 years old 
which had gradually become deaf during the last years of its life. 
He found a rarifying ostitis of the bone surrounding the labyrinth, 
with partial degeneration and atrophy of the cochlear nerve and 
of the organ of Corti. There was no ankylosis of the stapes, the 
entire annular ligament being intact. 

The article concludes with a review of the pathology of 
otosclerosis in the human being. YANKAUER. 
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NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY AND RHINOLOGY. 


Regular Meeting October 28, 1908. 

Report of Cases Treated by Means of the Author’s Combined 
Bridge and Intra-Nasal Splint for the Correction of Depressed 
Fractures and Deformities of the Nose. W.\W. Carrer, M.D. 

Mr. Chairman and Gentlemen: I have the pleasure of presenting 
these cases from Drs. Knight and Smith's clinic at the Manhattan 
Eye, Ear and Throat Hospital. 

The first patient is an amateur athlete and pugilist, 21 years of 
age. Family and personal history unimportant. 

While jockeying in a race three years ago, he fell from his 
horse, and striking on his nose, he fractured it. Following this 
injury, his nose was flat and he was unable to get the slightest 
arnount of air through it; on account of this he gave up boxing. 

Examination showed a broad, flat nose. Both nasal cavities 
were obstructed by a very thick septum. On January 23rd I did a 
submucous resection of the septum, relieving the nasal obstruction. 
On examining the patient under ether five days later, I found the 
nasal bones to override the nasal processes of the superior maxillae 
and the lateral cartilages to be displaced backward at their junction 
with the iower edges of the nasal bones. 

After thoroughly mobilizing the nasal tissues according to the 
method advised by Berens, and separating the lower ends of the 
nasal bones from the lateral cartilage with a Miles rectangular sep- 
tal knife, I applied the bridge and splints. The apparatus was 
removed in eight days. 

You will note that the nasal cavities are clear, and that the con- 
tour of the nose is fairly good. 

The second patient is a man 24 years of age, of good family his- 
tory. He has never had any serious illness, and denies venereal 
disease. He has‘suffered with atrophic rhinitis in its most severe 
form since early childhood. 

Examination showed a broad, flat nose almost on a level with his 
cheeks. The nasal chambers were very roomy, and were covered 
with crusts. 
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He was treated with daily irrigations of saline solution and mas- 
sage, with 25 per cent argyrol solution three times a week for six 
months. Both the local and general conditions having greatly im- 


proved under this treatment, in March I raised the bridge, length- 
ened the septum and modified the size and shape of the nostrils in 


the manner previously described before this section as shown in the 


drawings. 
In this case the nasal bones had completely disappeared, and | 
chipped off pieces of the nasal processes of the superior maxillae 


First Case, After Operation. 


Case I. (Dr. Carter) Patient after operation. (Negatives showing patient before oper- 
ation were accidently destroyed.) 


and used them in building up the arch. The case progressed satis- 
factorily, and the splints were removed in ten days. , 

A small perforation resulted from the septal operation; this was 
due to the extreme tenuity and poorly nourished condition of. the 
septal tissues. 

The patient has been greatly relieved by the. narrowing of the 
nasal chambers and the consequent improvement in his atrophic 
rhinitis. The shape of the nose is much better, the arch being 
higher and the nostrils narrower and more shapely than before the 
operation. We may reasonably assume that these improvements 
are permanent, as eight months have elapsed since the operation. 
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The third case demonstrates the usefulness of the instrument in 
recent fractures of the nose. In this class of cases especially there 
has long been felt the need for an instrument that will immobilize 
the parts in their normal position until union has occurred. 

This boy, 17 years of age, fell from parallel bars in a gymnasium 
on September 5th, and struck on his nose, fracturing it. 

Examination showed the nose to be badly swollen, discolored, 
and a ragged cut extending across the bridge through which the 
nasal bones could be felt with a probe. The nasal chambers were 
completely obstructed. Two days after the injury the patient was 
etherized, the nasal bones, which were broken and protruding into 
the nasal chambers, were placed in position, and the bridge and 
splints applied. The ease with. which the parts were pulled into 
their proper relations was a demonstration of the correct mechan- 
ics of the apparatus to those present. The instrument remained in 
position for a week, when it was removed. The result, you will 
see, is as nearly perfect as possible, both as to contour of nose and 
integrity of nasal chambers. In fact, the boy tells me that he can 
breathe through his nose much better than before the injury. 

The fourth case is this boy, who is 14 years of age; he had his 
nose broken in a fight last May. 

Examination showed the nose to be flattened, a step-like depres- 
sion at the point of junction of the nasal bones with the lateral car- 
tilages and considerable over-riding of the nasal bones over the 
nasal processes of the superior maxillae, especially on the left side, 
where there was a very large bony protuberance (well shown in 
the cast.) |The nasal chambers were almost obstructed by a thick, 
irregular septum. 


On July 12th I did a submucous resection of the septum; this 
relieved the stenosis. On October 13th, under ether, I mobilized 
the nasal bones by first liberating them from the nasal processes of 
the superior maxillae with a small chisel, working from within the 
nose, and completed their mobilization with the Adams forceps. 
(This is the method devised by Dr. Berens.) The dorsum being 
held down by the septum, I made a diagonal cut through the upper 
part of the latter, beginning below and emerging on the opposite 
side near the roof of the nasal chamber. This enabled me to raise 
the dorsum without leaving a perforation. [ did not attempt a 
sliding flap operation in this case on account of the previous sub- 
mucous operation. It may be that this diagonal cut in the septum 
will answer the purpose and prove to be more practical than the 


986 SOCIETY PROCEEDINGS. 


more intricate sliding flap operation. I wish here to emphasize 
the importance of releasing the dorsum from the binding action of 
the shortened septum, otherwise it cannot be raised. 

All the tissues of the nose being perfectly flaccid, the bridge and 
splints were appplied and the nose pulled into its proper position. 
The apparatus was worn for eight days. 

The result, you will see, is very satisfactory when compared with 
his previous condition as shown by the plaster cast. The intra- 
nasal conditions are equally improved, and no perforation resulted 
from the septal operations. 

I regret that I have not more cases to show to-night, but I feel 
that these results show the efficiency of this method of treating a 
class of patients for whom so little has been done in the past, and I 
trust that a larger experience and improvement in technique will 
show even better results. 

I must apologize for using again drawings that have already 
been exhibited before this section, but I felt that I could demoa- 
strate the application of the apparatus better in this way than by 
unaided description. 

DISCUSSION. 

Dr. Harmon Smirn said that he had had the pleasure of watch- 
ing these cases and thought the mechanical appliance a good one, 
but that it was especially applicable to recent fractures rather 
than to long-standing ones. He was still inclined to think that 
there might be danger of running the suppurative ligature from the 
inside to the outside, as there was a possibility of infection, though 
this has not occurred in the cases presented. He did not entirely 
agree with Dr. Carter in regard to some of the internal operations 
on the septum, particularly that in the first case, which did not turn 
out quite as well as it should have done. In recent cases, however, 
the appliance has proved to be of great advantage. 

Dr. Douciass said that the apparatus seemed to be something 
that we have been looking for in such cases for a long time. The 
difficulty has been to find a splint which would hold up the nose 
without increasing the lateral pressure. In this splint all the trac- 
tion was upward, and it certainly, would hold the traumatism of the 
nose in the correct position. He did not quite agree with what 
Dr. Smith had said about the danger of sepsis from carrying the 
suture through the nose, as he did not see that there was any more 
danger here than in ordinary compound fractures, or in cases of 
submucous operation. It does not seem to be a scientifically accu- 
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rate mechanical way in which to get at the fracture in the nasal 
and superior maxillary which one may wish on account of the de- 
formity, nor does it deal with the fracture cases in which the de- 
formity is accompanied by periosteal thickening. In such cases 1t 
would not deal correctly with it, but the method seems to be an 
excellent one. 

Dr. McCoy said that he had been operating on a number of these 
cases, and used the method of packing the nose with strips of gauze 
into which bismuth subnitrate has been rubbed, using these for 
splints. While the results have been very good, the suffering of 
the patient was not inconsiderable, and Dr. Carter's idea seemed to 
him an improvement and an excellent mechanical one. He would 
give it a trial as soon as a proper case presented itself. 

Dr. '‘MacKenry said that he did not think the danger of infec- 
tion through the point of pressure was very great, and it might be 
minimized by placing a small silver plate inside the nose and us- 
ing silver wire instead of silk. Silver inhibits bacterial activity, 
and would therefore cause less inflammation about the point of 
emergence than would silk. The plate would serve to distribute 
the pressure. He thought the apparatus was better adapted for old 
cases. Recent fractures when set will stay in place without ap- 
pliance of any kind, but in the old ones there has always been diffi- 
culty in keeping up the nasal bones. He had done a good many 
chronic cases with few satisfactory results. With this clever ap- 
pliance of Dr. Carter, he looked forward to much better results in 
the future. 


Dr. CARTER said that he appreciated the kind remarks that had 
been made about the apparatus. He felt that there were defects 
in it, but these he hoped to remedy by further study of this method 
of treating depressed deformities. So little has been done for 
them that something ought to be accomplished. In regard to the 
danger of infection by running the suture from the inside to the out- 
side of the nose, he felt that this objection was rather theoretical 
than practical. All fractures of the nose are compound fractures, 
for when the nose bleeds after an injury, it is a pretty sure sign that 
the nasal bone or one of the other bones has punctured the mucous 
membrane ; therefore the passage of a suture through the nose can- 
not be considered a complication. In regard to the chronic cases, 
he felt that the apparatus was well suited for them, but thorough 
mobilization of the tissues must be effected before the instrument 
is applied. The fourth case that he reported was one in which 
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the nasal bones had certainly assumed the position in which they 
were going to remain during the boy’s life, and therefore must be 
considered an old fracture with deformity. The present position 
of the bones, and the contour of the nose in this case seem to be 
all right. He did not claim that the method could do anything 
for exostoses. In such cases the only thing to do would be to chisel 
off the superfluous bone through an incision. The point made by 
Dr. MacKenty in regard to the use of silver wire rather than a silk 
suture was a good one. Silver keeps its wound pretty clean, but 
silver wire is not so easily handled as silk, and the tension is not so 
easily regulated. Dr. Carter has had no trouble whatever with the 
silk suture, and believes that it is best suited to the conditions. The 
method is still in its infancy, and he hoped, through improvement in 
technique and greater experience, to obtain better results with it in 
the future. He believes this to be the ideal method for the treat- 
ment of recent fractures of the nose. 


A Case of Cerebral Abscess of Nasal Origin. By W. FREUDEN- 
THAL, M. D. 

Dr. FREUDENTHAL said that last year he had two cases of cerebral 
abscess, in both of which the diagnosis was confirmed during oper- 
ation. Often, however, the diagnosis is difficult. In this case there 
was great difference of opinion. The patient fell sick after taking 
a great deal of bad whiskey, and went from one hospital and from 
one neurologist to another, and almost every one had a differerit 
opinion. In the course of his wanderings he visited the Roosevelt, 
Mount Sinai, and Long Island City Hospitals. He had been de- 
clared to have a tumor of the brain, local irritation, lues, etc. 
Dr. Spitzka finally referred him to Dr. Freudenthal, and when first 
seen he was quite rational, though he was dizzy. He came to the 
office with his wife, who had to support him. He gave a history 
of having had a discharge from the nose which ceased suddenly, 
and almost immediately a terrific headache set in, from which he 
still suffers. The pain extended over the region of the right frontal 
sinus and along the right side of the nose. A great deal of pus was 
found in the middle meatus. The frontal sinus was syringed and 
pus obtained. This was sufficient evidence upon which to recom- 
mend operative procedures, and this was done the next day. Be- 
fore the operation the patient’s temperature was Io1 degrees, pulse 
54. Only a few drops of chloroform were required for the narcosis. 
On opening the frontal sinus, half of it showed white bone, with 
no mucous membrane, but granulations, and some pus. There 


= 
: 


SOCIETY PROCEEDINGS. 989 


was no communication with the other side or with the cerebrum. 
The ethmoid cells were opened, and some pus found. The patient 
was bandaged and put to bed, and did very well. The next day ke 
recognized the Doctor, knew his name again, his age, etc., which 
he did not know the day before, and said he had not felt so well 
for years. This condition kept up for the next week, and Dr. 
Freudenthal then left for his vacation, but was so interested in the 
case that he requested daily reports, which he received from the 
house surgeon. These were very good, and the surgeon in charge 
thought it was time to let the wound close. On the 7th of August 
Dr. Freudenthal received notice—this was a few days after the 
wound was closed—that the patient’s general condition was good, 
and that he was feeling well and mentally perfectly clear. The 
following day, however, he received word that the patient was ill, 
and was suffering from considerable headache limited to the right 
side, which was tender to percussion. His pain before was limited 
to the right side of the nose, and later it extended to the left side. 
The report continued that the patient was stupid and dull, at times 
irrational and incoherent, never violent; had attacks of dizziness, 
and remained in bed, as he could not walk on account of vertigo. 
Saw very well, but recognized objects poorly. This condition kept 
up for some time. 

August 12. His condition for the previous two days had greatly 
improved, but he still complained of severe right frontal headaches. 
On August 14th Dr. Freudenthal received a note:—‘“The directions 
forwarded by you will be followed closely. The condition remains 
unchanged, and while there is nothing unusual, he complains that 
the ‘pain in his nose and head is more severe than previous to 
operation. His eyes were examined by Dr. Torok, who says that 
there is a double neuritis, more advanced on the right side, and 
subacute in character and neither suggestive for or against a cer- 
ebral condition.” 

Finally, another neurologist, Dr. G. P. Jacoby, saw the case. 
He was of the opinion that the patient had a localized cerebral exu- 
date, due to some vascular disturbance. “I thought that trephining 
might be undertaken as a preventive measure. This, of course, 
will not be undertaken during your absence.” 


This condition kept up until Dr. Freudenthal’s return in Septeni- 
ber. He examined the patient and again found much pus in the 
nose, and recommended re-opening the frontal sinus, but the famiiy 
objected, and nothing else could be done excepting syringing the 
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sinus. Since early September he has been under close observation, 
and it has been noted that when there is a discharge of pus the 
patient feels better, the temperature goes down, the pulse up. 
His pulse is low—54 on one occasion. When there was no flow of 
pus, the temperature was higher, and the patient felt dull. 

The patient had no convulsions until October 17, when for the 
first time in the history of the disease he had an attack of muscula1 
twitching of the right arm and leg, lasting for five minutes, accom- 
panied by unconsciousness and stertorous breathing. This attack 
repeated itself on October 20th. ‘There was no convulsion, but 
muscular twitchings. 

The question now is: What shall we do with this case? He has 
refused operation, and has, as we are convinced, an abscess of the 
brain. This seems evidenced by the fact that every time the flow of 
pus ceases, the headache sets in with all the concomitant symptoms. 
Consequently there must be some connection with the brain and 
frontal sinus or ethmoidal cells. I believe that you all will agree 
with me that the only salvation for the patient lies in re-opening 
the frontal sinus. 


Case of Sinus Thrombosis. By A. P. Vois_tawsky, M. D. 

This is a case where the temperature continued after the oper- 
ation on the sinus. This patient has been in Dr. Berens’ clinic for 
two years, and came in with an acute exacerbation on top of the 
chronic condition. A radical operation was performed, and the 
sinus uncovered the size of a ten-cent piece. There were some 
granulations, but after uncovering as far as was thought safe the 
patient was put to bed. The temperature continued, however, and 
on the 16th he had a chill, and a second operation had to be per- 
formed. The sinus was exposed half way back to the torcular, and 
it was found that it had collapsed. There was considerable bleeding 
from the emissary vein when exposed. Gauze was applied at each 
end of the sinus, and an incision was made. For a moment there 
was no return flow of blood, but we were unable to get a clot. The 
blood finally returned both ways. Following the second operation 
the ‘patient’s temperature continued up and down for the next ten 
days, and he had several chills. Another interesting point was that 
on the 17th of September his leucocyte count was 30,000, polynu- 
clear 88 percent. From that time on it continued down, and in ten 
days there was a decrease from 30,000 to 16,000, and the polynu- 
clear dropped to 72 percent. The patient made an uneventful 
recovery. 
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Tumor of the Larynx. By A. P. Voistawsky, M. D. 

The patient is 29 years of age and was first seen about six weeks 
ago. At that time it was almost impossible to hear what he said— 
one could hardly hear any sound at all. At present, as you note, 
he is readily understood. Some years ago he fell in the water and 
contracted a severe cold, and at that time lost his voice. Seven 
years ago, however, he had a specific lesion. 

Dr. Voislawsky said that he had been giving the patient a satur- 
ated solution of iodide of potassium, beginning with 15 grains, and 
running it up to 60 grains t.i.d. His bowels then became affected, 
and it was necessary to cut down the dose. He is now taking 25 
grains three times a day. The tumor is reduced to half the former 
size. Formerly there were multiple papillomata, apparently spring- 
ing from the true vocal cords, which were pretty well eaten away. 


DISCUSSION. 

Dr. HARMON Smiru said that last year he presented to the 
section a similar case as “gumma of the larynx.” At the time of 
presentation the gumma had partly disappeared ; there was necrosis 
of the left arytenoid cartilage, which had sloughed out. The in- 
duration subsided under potassium iodide, but not until the patient 
had reached a dosage of 180 grains three times a day. The patient 
remained in the hospital for some time, when the opposite side of 
jarynx swelled up the same as the first, but this condition did not 
yield to the same doses of potassium iodide; subsequently granu- 
lations sprang up from the original site of the lesion where the 
arytenoid had sloughed, and these continued to grow until it was 
necessary to insert a tracheotomy tube. The examination of a large 
piece of this tissue showed it to be carcinoma. The patient returned 
home, continued to gain in weight and improve in general appear- 
ance. He visited the Manhattan Eye, Ear and Throat Hospital again 
in August and September. The cancerous growth had then ex- 
tended to the ary-epiglottic fold and involved the epiglottis. It had 
completely occluded the lumen of the larynx, although the general 
health of the patient was good. He mentioned this, as perhaps it 
might prove a guide for Dr. Voislawsky’s case, as it gave the ap- 
pearance of a gumma of the larynx in its beginning. 


Removal of an Obstruction from the Esophagus of a Child by 
Means of Direct Esophagoscopy. By Jonn McCoy, M. D. 

On May ist of this year, Master T. C., age three years, was brought 
to me at the University Bellevue Nose and Throat clinic with the 
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following history:—Six days prior to coming to the clinic, the 
child, while playing with a box of buttons, placed in the mouth and 
swallowed a good-sized button. The mother saw the child do this 
and immediately passed her finger into the child’s throat in order 
if possible to remove the button, but she could not feel any trace 
of it. It was then noticed that the child was unable to swallow any- 
thing whatever, even water being returned as soon as swallowing 
was attempted. He was then taken to a hospital in Brooklyn and 
kept there for several days. What measures were there instituted 
to recover the button I do not know, but on leaving the hospital 
the child was still unable to swallow. He was then brought to 
our clinic. He was at that time very pale and rather somnolent. 
Direct esophagoscopy under anesthesia was suggested to the par- 
ents, and they readily consented. He was placed in the hospital and 
put under ether anesthesia. With the direct laryngoscopic tube the 
larynx was raised forward and a mass of granulations seen in the 
first part of the esophagus. In this mass was distinguished a black 
object which on palpation proved to be the button. The straight 
forceps were applied, and the button was so firmly imbedded that 
at the first attempt the forceps slipped off. On the second attempt, 
however, the button was removed. It was found to be a good- 
sized coat button. The child was returned to bed in good con- 
dition. On the following morning, however, he developed a 
temperature of 103° F., with signs of consolidation in the 
right lower and the left upper lobes. This condition continued for 
four days, and the child succumbed to an ether pneumonia on the 
fourth day. The case is reported because the method of removal 
was so eminently satisfactory, and because the contingency of a 
supervening pneumonia, while remote, is a possibility in these cases. 


DISCUSSION. 

Dr. Emu, Mayer inquired how long the child was under the 
anesthesia—from the beginning to the removal of the foreign body ; 
and upon being told that the entire time was 15 to 20 minutes, he 
said that the case was a most interesting and valuable one, and 
he admired Dr. McCoy’s courage in presenting it, for one is more 
apt to present his happy results than the unfortunate ones. The 
question of the cause of the death from pneumonia was especially 
interesting. Was it not a possibility that the soft button contained 
many of the salivary secretions and also secretions from the eso- 
phagus, and the manipulations expressed these out, so that some of 
the active semi-purulent secretion might have entered the larynx 
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and caused the pneumonia—and not alone the ether? That occurs 
very frequently with a soft foreign body in the bronchus. The 
work for the detection of foreign bodies in the esophagus and 
bronchi is being pursued in a very satisfactory manner. Only this 
afternoon he had had a patient who alleged that she had swallowed 
a bone, but nothing could be seen of it, and before she left the 
office she was convinced that she had swallowed the bone and that 
it had gone into her stomach, and that she would have no trouble 
with it. Dr. McCoy was to be congratulated upon his presentation 
of the case. 

Dr. N. L. Witson said that the unfortunate ending of the case 
recalled to him one or two cases of foreign body which he had 
recently had, where the foreign body was removed without the aid 
of the tube. The criticism had been made that his method was not 
a scientific way of removing a foreign body, but, if it can be found 
in this way, it seemed to him that one was justified in reinoving it 
without the tube. A child was said to have swallowed a safety pin, 
and he put his finger in the mouth and found the pin with the 
point sticking into the esophagus. With a pair of forceps he 
shoved it down, and then putting his finger on the point he with- 
drew it. He felt that in a case of this kind he was perfectly justi- 
fied in doing as he did. 

Dr. FREUDENTHAL said that on several occasions he had had to 
examine the upper part of the esophagus for foreign bodies, and 
he had used the method advocated by Dr. Mosher, and the instru- 
ments which he recommends for the examination of the upper third 
of the esophagus and the larynx. Not long ago he had a case 
where a man had swallowed a pia, and went to a physician, who 
examined him and finally got impatient and pushed the pin down. 
Dr. Freudenthal had a radiograph taken, which showed the pin in 
the left side of the larynx. The patient was then put under narcosis 
and the larynx examined, which was easy, as the man had a thin 
neck, but nothing could be found in the larynx or esophagus, and 
the ‘patient breathed so poorly that the examination had to be 
suspended. The examination was repeated, but with the same 
negative result. Finally an opening was made from the outside, 
and the pin was found between the skin and the larynx—i. e. out- 
side of the larynx. It had worked its way or was pushed from the 
esophagus into that region. 


Dr. McCoy said that he had passed his finger into the child’s 
pharynx on the possibility of finding the button, but found no trace 


id 


994 SOCIETY PROCEEDINGS. 


of anything. He had used not the esophageal tube but the direct 
laryngoscopic tube of Jackson—with this the larynx was pushed 
forward. The first thing he saw was a mass of granulations. The 
foreign body had been there a week, and all that could be seen was 
this abundant mass of granulations, and he wondered whether or 
not he was in the esophagus; then on raising the larynx further 
forward he was able to see the edge of a black object; on palpating 
it, it proved to be the button. It was so firmly imbedded that on 
the first application of the forceps and with pretty good traction the 
instrument slipped off, and a second attempt was required to re- 
move it. It was possible that in the manipulations some of the 
secretions had entered the lung,—as suggested by Dr. Mayer,—and 
helped to excite the pneumonia. However, the child had been 
practically starved for a week and was in a very weak condition, 
and consequeatly more liable to have pneumonia. 


Thyroidectomy for Malignant Exophthalmic Goitre. By J. E. 
MackKenty, M. D. 

The patient was an unmarried woman, aged 4o. Her attention 
was first attracted to her condition by the constitutional symptoms 
of Graves’ Disease—tachycardia, muscular weakness, tinnitus, 
tremor, emanciation, partial deafness and unrest. She came to the 
Manhattan Eye, Ear and Throat Hospital to have her ears treated 
for tinnitus. The condition was not at first recognized. The tinnitus 
was probably due to vascular hypotension induced by thyroidaemia. 

After an absence of two months she returned to the hospital with 
pronounced exophthalmos, as now seen, and with a rapidly enlarg- 
ing thyroid. The right lobe was twice as large as the left, whici: 
can be seen in place. The picture of acute Graves’ Disease was 
then characteristic—tachycardia, nervousness, tremor, exophthalmos 
and pronounced toxemia. At operation, August Ist, 1908, the right 
half of the gland was removed and the superior thyroid artery was 
tied on the left side. Recovery was uneventful. The patient is 
much improved—all the symptoms are much improved, excepting 
the exophthalmos, which remains, as is usually the case. The 
microscopic examination ci the removed gland roused the sus- 
picion of malignancy, though a positive opinion could not be given. 
The patient is shown because she is developing a slight paresis on 
the left vocal cord. The remaining gland tissue is not enlarging. 
She is an exemplification of the difficulty of making a diagnosis of 
malignant goitre at the time of operation. There was nothing at 
all at the time to suggest the slightest suspicion of malignancy, 
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else the entire gland would have been removed. The question now 
is, with the evidence before us, should the patient be again sub- 
jected to an operation, or should we wait for more pronounced 
developments ? 


Tumor of the Epiglottis. By S. W. Tuurser, M. D. 

The patient is 26 years of age and has no specific history. The 
only history obtainable is that three years ago he had a very sore 
throat which lasted three weeks, and his lungs were so affected that 
one doctor told him he had phthisis, and another, bronchitis. He 
now comes for treatment complaining of the feeling of a foreign 
hody or lump at the base of his throat. That is the only symptom 
ue complains of; no pain, and it does not hurt him to eat. He 
lost 20 pounds three years ago when he was ill, but has not lost 
since then, and is able to do his work as butler. In the morning 
he coughs up a dry scab. At the upper extremity of the epiglottis 
there is an infiltration involving its whole width, running back 
along the aryteno-epiglottidean fold on the left and extending to 
the anterior surface of the arytenoid on that side. The diagnosis 
seems to rest between lupus and tuberculosis, with practically no 
symptoms of activity at present. He was presented in order to 
obtain an opinion as to what had best be done. There were no 
tubercle bacilli in the sputum, and he is not suffering except from 
this feeling of a foreign body at the base of the tongue. 

Dr. Mayer said that from the clinical picture the case might 
easily be called a lupus. The thing to do was to take out a piece 
and examine it. In all probability it was malignant, but at the 
same time the diagnosis of lupus is a possibility. 

Dr. Douctass said that it was a typical picture of lupus. 

Dr. SMyTH said that some time ago he presented a case before 
the Section which had a very similar appearance. He was advised 
to have a section examined, which he did, and it was pronounced 
to be carcinoma. The man grew rapidly worse, and died in one of 
the hospitals under Dr. Coffin’s care. He had been impressed by 
the similarity between this case and Dr. Thurber’s. Several of the 
men who saw it thought that it was a case of lupus, and there was 
no pain or other trouble complained of except exceeding dryness 
of the throat. The man was apparently perfectly well, but after 
the removal of the piece he went down very rapidly. 


Collateral Edema of the Larynx Due to an Infection of the Lower 
Pharynx.—Recovery. By M. D. Leperman, M. D. 
To be pubiished in full in a subsequent issue of THe LARYNGOSCOPE.. 
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Further Report of the Progress of Experiments with the Lactic- 
Acid Bacilli, and Exhibition of Cases. By H. HoLprook 
Curtis,.M. D. 

In the New York Medical Record of July 11th of this year I 
reported the results obtained by injecting the nasal cavity with the 
lactic-acid secreting bacillus, of Massol, which Metchnikoff em- 
ployed in his experiments upon the nasal tract. 

In that paper I reported but seven cases with results which were 
surprisingly good. J advanced, however, a very guarded statement 
at that time, and preferred to wait until further experience justified 
a more positive claim as to the real efficacy of the culture. Today 
I unhesitatingly claim that it is the best means we have at our 
command in combating that most distressing disease ozena accom- 
panied by crust formation, and for the topical treatment of suppura- 
tive disease of the ethmoid cells and frontal sinuses. 

I will show you tonight a typical case of six ozena ‘patients treated 
with equal success 


and a chronic double frontal sinus case which 
i have relieved by this method. This case is also one of six cases 
which have shown remarkable results from the culture injections. 
I exhibit a syringe and catheter used for injection of the naso- 
frontal duct, a means employed as an adjunct to the ordinary spray 
application of the culture. 

Not only does the culture act on the pathogenic bacilli in the 
nasal and accessory cavities, but the active solution contains a 
product which has a pronounced effect upon the vaso-motor system 
of the nose. Turgescent hypertrophies seem to disappear; oede- 
matous conditions resulting from hay fever subside, and its effect 
on the swollen membrane in the first stages of a coryza is often 
very remarkable. ‘These phenomena can hardly be attributed to 
lactic acid nor to the bacilli themselves, but to some agent in the 
culture solution, the identification of which has as yet not been 
determined. 

Another case I present is a lady who has been under my care for 
some years with a chronic suppurative otitis media. The right ear 
has been the offending member, but the discharge has been con- 
trolled by packing the tympanum with a ten percent pyoctannin 
and boric acid powder whenever it becomes active, which event 
occurs about once a year. Two weeks ago the left ear, which had 
been quiescent for several years, suddenly became active and a 
suppuration with carious odor commenced. I inflated the Eustachian 
tube and injected through the catheter some culture broth, and 
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dropped the same into the ear. Some pain was complained of 
shortly after the instillation, but to my surprise the discharge was 
checked in two applications. I will say, however, that this has not 
been the result in every case I have experimented on with the 
bacilli. In antrum cases where injections have been made through 
the natural orifice, as a rule my results have been unsatisfactory. 

If in no other cases than in ozena had one experienced great re- 
lief, we might still welcome the product produced by the Lederle 
Laboratory as of inestimable value. 

The laboratory extended to me the privilege cf making the clinical 
‘investigations of the bacilli, but the widespread interest evoked by 
the original article which I quoted above has made the classification 
of data from widely separated observers too arduous a task for any 
one in active professional work, so in future the statistics from 
all sources will be compiled by Dr. Charles E. North, of the labora- 
tory staff, who has perfected the bacteriological processes of manu- 
facture and to whom credit for the initial experiment belongs. 


Case I. The case of ozena presented the following history: 
M. T., Aet. 35, has had ozena and crusts for eighteen years He 
has been treated by several specialists. His home treatment has 
consisted in snuffing salt solution from a tumbler and removal of 
the crusts, following this with an antiseptic spray. 

On October 6th he was referred to me by Dr. Robert Wheeler, 
of Brooklyn. I found his nasal mucous membrane excoriated in 
places and the cavities filled with a grumous mass of detritus, with 
pus on the surfaces in contact with the walls. His general health 
was greatly undermined. He suffered from constant nausea, in- 
digestion, progressive emaciation, dizziness, headache, great weak- 
ness and inability to apply his mind to his work. A confused feel- 
ing at times was relieved by clearing out his nose. 

After clearing out his nasal fossae and syringing with normal 
salt solution, I made a spray application with the lacto bacilli culture. 
After the first injection there was a marked relief in both nose and 


throat. After the second injection the purulent character of the post- 
nasal discharge underwent a great change. The hawking and chok- 
ing entirely stopped, and with the disappearance of the crusts, the 
purulent discharge has been daily ‘becoming more transparent. 
After six injections the patient states that he is perfectly comfortable 
and estimates that his trouble has diminished more than ninety 
percent. 
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Case IJ. Mr. J. F. For eighteen years this patient has had a 
very profuse discharge of pus from t!:e nasal cavities dropping into 
the throat, so much so that he was constantly clearing his throat 
during the night. His sleep was much disturbed. 

For the last five years there has been more or less pain over both 
frontal sinuses. I operated upon the anterior tip of the right middle 
turbinate and curetted the anterior ethmoid cells two years ago. 
I was enabled to syringe the sinus by means of the catheter, and 
relieved the discharge somewhat, but pain continued. During the 
past winter ‘patient has suffered intensely after mental exertion, and 
has been unable to leave the house at night. 

In June last I cleansed both nostrils and injected both frontal 
sinuses as well as I could and sprayed the nasal vault with a fresh 
culture. After the first injection the discharge assumed a very 
different aspect, becoming thinner and more transparent. After the 
sixth injection at intervals of two days, the pain and discharge 
entirely ceased. 

A few days ago, after a severe cold, there was some pain and 
a slight discharge from the left frontal sinus. This, however, was 
relieved upon the second injection of the bacillus culture. I consider 
the condition at present to be normal, and the patient considers 
himself cured. 

DISCUSSION. 

Dr. Mytes said that he wished to congratulate Dr. North on 
the bacillus, and also Dr. Curtis for the carrying out of this treat- 
ment, and to condemn himself for giving Dr. Curtis the opportunity 
of doing it. When he wrote his paper on Atrophic Rhinitis last 
spring for the Section he was working with Dr. North trying te 
find something to destroy the germ. At that time Dr. North 
suggested this treatment, but Dr. Myles was skeptical on the sub- 
ject and did not then try it, although he has since used it in a good 
many cases. He began using it on selected cases at the Polyclinic 
in June, and his assistant, Dr. Tuggle, has been working with it. 
Since his own return in the fall he has been using it experimentally 
in a great many cases. The condition which follows its use is very 
remarkable in a certain type of purulent, sticky incrustations. It 
seems to lessen and dissolve them, and patients claim that they 
can dislodge the crusty secretion as they have never been able to do 
before. He has seen some cases in which it has not done so well, 
but it has not yet been tried long enough to know very much about 
it. He has one patient who uses it every three hours during the 
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day, and another patient with a case of fetid rhinitis in which the 
odor is decidedly diminished. In some of these cases the crusts 
have not been removed, but have been left in to see what the acid 
bacilli would do without assistance. In cases of the milder and 
younger type the result of this treatment has been very remarkable, 
and if these good results continue it will be worthy of all the 
praise that can be given it. Dr. Myles also said that he had an 
ear case, with a history of discharge for ten years, in which the 
discharge seemed to come chiefly from the Eustachian tube and 
drum cavity. Many aurists had seen the case, but it had not been 
cured. He saw this case first in March, 1g08,—and treated it with 
the usual remedies, without decided relief, until June, when he 
used the lactic acid bacillus. To his surprise the granulations 
shrunk and the discharge ceased, but this fall, when Dr. Myles 
returned, there was the same old story of purulent discharge, and 
the tube had again filled up. Three treatments were applied, when 
the discharge again ceased, and has not yet recurred. 

These points were not presented as scientific statements, but as 
simple observations, and he has refrained from putting them on 
record until he could make a more definite statement of the results 
obtained. Whether or not the results are produced by Dr. North’s 
bacillus, he is not now prepared to say, but these phenomena have 
certainly taken place. All occasionally have cases which get well 
from injections into the sinuses. One injection will sometimes 
cure them, but he had never previously seen relief from pharyn- 
gitis sicca of the posterior nares occur without the continuous use 
of the usual cleansing treatment. 

Dr. L. M. Hurp said that he had begun using the lactic acid 
bacillus August Ist, 1908, and up to date had had sixteen hospital 
cases and five private patients upon whom it has been used. Of 
the sixteen hospital cases, only six continued to attend regularly 
enough to judge of its effects; two of the six were hay-fever cases, 
in which it seemed to reduce the sneezing and swelling; all the 
others were atrophic rhinitis cases, two of which were greatly 
improved, the crusts and odor disappearing. As they are still 
using the product, it is at present impossible to tell how permanent 
the result will be. Of the private patients, one was a case of 
antrum and ethmoid disease in which the antrum had been opened 
freely into the nose by removing the lower half of the naso-antral 
wall. The purulent secretion continued all summer from the 
ethmoids and roof of the antrum, regardless of antiseptic applica- 
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tions. Three weeks ago the patient was placed upon the lactic 
acid bacillus culture, applied three times a week, and now she is 
entirely free from ‘pus, only a slight amount of clear mucus re- 
maining. The four other cases were atrophic rhinitis. These cases 
were cleansed with douches and started upon the lactic acid bacillus 
culture alone. One case has been entirely free from crusts, head- 
aches, etc., ever since, and remains so as long as he continues its 
use, but on discontinuance, about the third day, the old symptoms 
and crusts began to return. The other three cases did not seem 
to improve at all. 

Dr. Herzic inquired the percentage of the emulsion of the lactic 
acid producing bacillus employed in ozena as used by Dr. Holbrook 
Curtis. Also how the emulsion was prepared. Dr. North answered 
both questions. 


Dr. Curtis replied that Dr, North was present, and asked for 
him the privilege of the floor that he might answer these questions. 
No other bacteriologist has been able to supply the quantity de- 
sired in a given time. 


Dr. Emit MaAyer inauired whether we have to deal with the 
living bacilli. 

Dr. LepERMAN wished to know how long one was justified in 
using the same solution, on account of decomposition, which appears 
in two or three days if the temperature of its resting place is not 
low enough. 

Dr. Nort said that the preparation of the bacteria had in many 
ways found uses and results which were as surprising to him as to 
those who were using it. When it was first introduced last spring 
he had published a little paper in which he suggested its use, and 
hinted that perhaps its effect would be due to the living bacteria 
contained in the preparation. As time had gone on he was inclined 
to believe that perhaps the effects are due to the bacterial products 
rather than to any direct germ action. The bacteria forms are of 
the type of lactic acid bacillus obtained from milk, described by 
Metchnikoff, and at first were thought to be identical, but a com 
parison with other cultures said to be Bacillus vulgaris caused him 
to hesitate about this. It was cultivated in ordinary broth culture, 
and can be easily multiplied by simply multiplying the tubes, so that 
any quantity can be made, provided sufficient notice is given in 
advance. ‘The bacteria continue to multiply as long as they are 
fed. Of course the medium contains sugar. 
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He understood that some of these cases had been previously 
treated with solutions of pure lactic acid without result and that 
therefore the results obtained from the use of the culture of living 
lactic acid bacteria may be due to something besides the lactic acid. 
The other ingredients of the culture, consisting of beef, etc., may 
contribute something, and they may also be the cause of some of 
the effects. One thing that he had not anticipated was the dis- 
solving of the crusts, that had been one of the remarkable results 
reported. He was unable to account for this. He was also told 
that it shrinks tissue, and he could not account for that. At the 
end of three or four days, or perhaps a week, the bacteria cease 
to multiply and sink to the bottom, leaving the liquid clear. 

He could not say how long the preparation retains its virtue, as 
all that he had sent out had been used up very soon. It might be 
that it would retain its virtue for a long time, but that question has 
yet to be determined. The laboratory with which he was connected 
would be very glad to extend the courtesy of the preparation to 
any physician who wished to try it. 

Dr. Simpson inquired whether any attempt had been made to 
find out the type of bacteria within the nose that is to be antago- 
nized by the new fluid. It seemed incredible that it should meet 
all the conditions that can be produced within the nose. Possibly 
some of the benefits obtained were due to the close attention such 
cases received on account of a new remedy, as the time has been too 
short as yet to establish the fact of an absolute cure. In no case 
as yet reported has sufficient time elapsed to gain a permanent opin- 
ion. Several factors may enter into all of these new remedies. 
Very often the interest taken in them leads the physician and patient 
to be much more assiduous in the treatment; where a patient was 
given a douche he might use it or not, but if you give him what 
you promise will cure him, he will use it a dozen times a day, and 
so get a mechanical effect. If we are going to cure all these cases 


_ of atrophic rhinitis by this new remedy we must conclude that there 


is but one etiological factor, and unless some laboratory experiments 
have been made he feared that it might be found that much of this 
so-called dissolving of the crusts might prove to be simply me- 
chanical results. The treatment, however, is to be welcomed and 
let us hope that it may prove a great advance toward doing some- 
thing. 

Dr. Hurp said that in reference to the age of the culture, and 
whether or not that had an effect upon the results, he would like 
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to report an incident. One of his patients, who had obtained 
brilliant results under this treatment, upon one occasion used an 
old culture which he had been given, and brought it back saying 
that it did not work well. He did not know whether or not this 
was a mere coincidence, but mentioned it for what it was worth. 

Dr. Kopetzky was not able to be present at the discussion, but 
the Secretary read the following report of his results with the 
lactic acid secreting bacillus: 

“Last June, upon the suggestion of Dr. Holbrook Curtis, I began 
a trial of the lactic acid secreting bacillus, which the Lederle Labora- 
tories placed at my disposal through the courtesy of Dr. Curtis. I 
tried the emulsion in pronounced cases of middle-ear suppurations. 
Among the series of cases, there were cases of bone necrosis; 
cases wherein the disease was limited to the mucous membrane of 
the middle ear spaces ; and cases wherein suppuration had persisted 
in the tympanic orifice of the Eustachian tube after the radical 
mastoid operation. The treatment by the emulsion showed no 
visible effect in six of the middle ear suppurations, including ail 
varieties of cases, and in two of the cases a general infection of 
the external ear was produced which was finally brought under 


control by antiseptics. The cases under my care were too few to” 


warrant general conclusions, but my impression of the treatment 
is distinctly unfavorable to the use of the bacillus in suppurations 
of the mucous membrane of bony cavities. To try to treat bone 
necrosis and attempt to cure it by this means is illogical and un- 
surgical. On the other hand, the two cases among this small num- 
ber, eight, which developed a general infection, seem to show that 
the treatment is not to be considered an altogether harmless meas- 
ure which we can promiscuously employ.” 

Dr. Curtis said that he had found in several experiments on his 
cases that a too frequent use of the preparation was bad. ‘Too 
much lactic acid is secreted, thereby producing a smarting and 
burning sensation with hyperemia. Every other day in some cases 
is better than every day, even in cases of ozena. He thought it 
very unsurgical to smear the solution on the crusts, for all know 
that the source of infection is under the crusts in the tissues be- 
neath. It is very important to remove the crusts before using the 
culture, nothwithstanding that there is a certain amount of solution 
of the crust by the application. The fact that but few experiments 
have been made in regard to the different kinds of bacteria which 
this agent destroys may be explained by stating that all the speci- 
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mens which had been sent to be analyzed containing numerous 
bacteria before the experiments, came back with the report of no 
bacteria whatever after the experiments had been concluded. Very 
Tew cases, however, have been examined. Of course, this method 
of treatment is yet in its infancy, but the results are generally 
favorable, and it seems to be worth while to try it. 

Dr. Dovuc.ass inquired whether the percentage of the lactic acid 
contents of the culture had been estimated. 


Dr. Curtis replied, 2.1 percent of simple lactic acid. 


Presentation of Chisel and Combination Instrument. By J. H 
ABRAHAM, M. D. 
DISCUSSION. 

Dr. Emit Mayer said that he trusted the instrument was not 
intended to supersede Dr. Abraham’s excellent little septal knife, 
presented some time ago, and which he has found to be a very good 
knife indeed. The latter has an innocent look, and if he wanted 
to remove a small piece of cartilage without exciting the patient's 
fear it could be easily done with it, after thorough cocainization. 


Dr. Simpson said that he would like to add a good word to what 
Dr. Mayer had already said. Dr. Abraham’s knife was one of 
the best he had seen, and he had often used it in the way mentioned 
by Dr. Mayer. 


Submucous Knife. By Jonn Avery, M. D. 

This knife was devised for the initial incisions of the muco- 
perichondrium and cartilage of the nasal septum in submucous re- 
sections of the same for deflections. The importance of these in- 
cisions, and the difficulty of controlling depth of cut, are the reasons 
for a special knife. The credit of first introducing a knife. with 
an adjustable blade set in a bend at an angle of 54 degrees from the 
handle, belongs to Dr. John McCoy. 

By setting the blade at a depth corresponding to the thickness of 
the tissues to be cut there is less danger of an anterior perforation 
of the septum resulting from the operation, while the angulated 
head removes the hand from obscuring the field of operation, and 


gives better control of the knife. There are several special features 
in this knife. A long blade which is quickly adjusted by a screw 
varies the depth of the cut from 1/32 to 1/4 of an inch. This large 
blade is much more easily handled than a very small one, which is 
apt to be bent or broken, and is difficult to sharpen. The indicator 
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registers depth of cut, which is of practical importance. It is made 
in three simple pieces and is easily taken apart, cleaned, sterilized 
and assembled. 

Dr. Avery’s ideas were carried out by the Kny-Scheerer Com- 
pany, who have produced an instrument which is a model of work- 
manship, is neat in appearance, light, well balanced, and has proved 
very serviceable. 

Dr. McCoy said that he would like to make a suggestion in 
reference to this knife. In doing the operation he had found it 
advisable to use two blades, one a sharp one for making the in- 
cision in the muco-perichondrium, and the other one dull, for mak- 
ing the incision through the cartilage. By using a dull blade one 
can absolutely avoid wounding the membrane of the opposite side. 


The Radical Mastoid Operation for Chronic Suppurative Otiiis 
Media. H.W. LoeEn. St. Louis Med. Review, Jan. 19, 1907. 
This paper was read as part of a symposium at the St. Louis 
Medical Society, October 27, 1906. Its main feature was the pre- 
sentation of preparations made by Dr. Clarence Loeb, showing the 
various steps of the operation. 

Space does not permit a description here of these preparations, but 
the author’s remarks on dressing and the nature of the surgeon’s 
task are particularly worthy of brief quotation. 

“Otologists,” he writes, “are gradually giving up the old-time 
method of tightly packing the wound after operation. . . The 
possibility of delay and complication in healing is greatly lessened, 
while epidermization is greatly promoted by the plastic methods used 
and by skin grafting judiciously undertaken.” 

Various methods of after treatment have been devised; com- 
monly dry boric acid, the cigarette drain, and the rubber tube with 
spiral cut. 

Loeb considers the operation a serious task, requiring great care, 
skill, and judgment, involving danger to life and to important 
structures. Eaton. 
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CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. 
Regular Meeting, October 13, 1908. 
A. H. Anprews, M. D., President. 


Dr. Jos. C. Beck reported the following cases: 


Cyst: of Epiglottis; Foreign Body in Left Bronchus; Ranula; 
Paraffinoma. 
(To be published in full in subsequent issues of Tur LaryNGoscore.) 
DISCUSSION. 

Dr. A. H. Anprews: I know positively that some varieties of 
glass throw a shadow under the Roentgen ray, although it is only 
glass that contains lead. I would like to ask Dr. Beck whether he 
knows of any authentic report of malignancy following the injection 
of parafin. I know of none. 

Dr. J. Horincer: A man came to me with trouble somewhat 
similar to Dr. Beck’s case, following the injection of paraffin. He 
had had a suppuration of the lachrymal tract, for which a physician 
injected paraffin with the hope of effecting a cure. The paraffin 
miscarried aid went into the lower eyelid, causing an ugly looking 
sausage-shaped tumor. I did not treat the patient, but advised the 
use of dry heat and massage. 

Dr. G. P. Heap: I have cut into such paraffin tumors and had 
no trouble in squeezing out the mass. No scar was produced. As 
to malignant degeneration in these cases, I have watched the litera- 
ture rather closely and have not seen any such cases reported. 

Dr. Jos. C. Beck (closing the discussion): The matter of 
malignancy is the particular point I wish to bring out in connection 
with paraffinoma. Kirchner has written more on that subject than 
anyone else, and he has seen this spindle-celled formation around the 
paraffin. Every foreign body becomes encapsulated, but, if it is 
paraffin, the connective tissue always traverses the masses of it, 
giving us the appearance of a lipoma. There has been no post- 
mortem report, but cases of metastasis have been reported by 
Kirchner. I know of only one reported death following the use of 
paraffin, that of Pfannenstiel, who injected paraffin in a case of in- 
continence of the rectal sphincter. 

In order to make glass stronger, lead is incorporated with it, and 
that is why glass throws a shadow under the Roentgen ray. Glass 
that does not contain lead will not throw a shadow. 
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Abscess Cavity Extending Over Middle Ear, Parotid Gland, Ton- 
sils, Etc. Operation. Recovery. Nasal Tumor (Tubercu- 
loma) for Diagnosis. By J. Horincer, M. D. 

Mr. P. is a Pole 23 years of age, tall and strongly built. The first 
time I saw him he had an expression of suffering, was breathing 
laboriously, and held his head inclined to the right. On that side 
of the neck there was a high, cylindrical swelling extending upward 
infront and in back of the ear, and downward to about one and a half 
or two inches from the clavicle. Thin pus admixed with black crumbs 
was running from the ear in considerable quantities, so that the 
cotton had to be changed every few minutes. The canal was nearly 
swollen shut. The flow increased on pressure below and in front of 
the auricle. Little pain was felt on pressure behind the ear. He 
could open his mouth only very slightly; the right tonsil and soft 
palate filled the whole pharynx, and both were red and swollen. 
The uvula and the left palate were in the left corner, where there 
was also a small breathing space. An incision in the soft palate re- 
vealed pus of a similar character as that from the ear,—thin, trans- 
parent, mixed with black crumbs of necrotic tissue. From the mouth 
and the ear a strong odor of fecal matter was evident. There was 
a very indefinite history of a trauma. 

The form and location of the swelling might have suggested the 
diagnosis of “Bezold’s mastoiditis.” Still there were many points 
against it. At the operation the next day we found the bone very 
hard and thick, containing no cells. Six gouges were spoiled, either 
chipped or bent before we reached the antrum, which was very smal}, 
of about the size of a navy bean and filled with thin pus. No choles- 
teatoma or cholesteatoma membrane was found. One centimeter 
below the tip of the mastoid the knife opened an abscess cavity. 
Several lumps of black necrotic tissue were easily removed with the 
finger from below and in front of the auricle, probably the necrotic 
parotid gland. The finger advanced then around the gienoid pro- 
cess of the jaw and entered the mouth close to the previous dav’s 
incision between the upper and lower teeth. Behind and medial to 
the jaw bone, in front of the mastoid muscle the cavity extended 
into the depth. On account of the many important tissues, however, 
I did not probe very extensively, contenting myself with repeated 
syringings with warm boric acid through the external canal, when 
each time the solution returned in a stream from the depth medial of 
the angle of the jaw, and simultaneously the patient swallowed sev- 


| 

| 
| 

| 

| 
| 
| 


SOCIETY PROCEEDINGS. 1007 


eral times. ‘There was no excessive hemorrhage. The wound was 
dressed with iodoform and iodoform gauze. The temperature 
descended to about too degrees, the pulse was always good, go to 
110. A hearing test before the operation was impossible. Now he 
hears whispers at several feet, and fork is heard in the right ear, no 
matter where it is set on the skull. 

The tonsillitis disappeared within the next ten days, and the wound 
made an uneventful recovery within the next three weeks. The 
only difficulty not yet entirely overcome is the stenosis of the ex- 
ternal auditory canal, which has required a good deal of attention 
ever since the operation. Two points remain to be added as to the 
operation. It is possible that the mallet which was used had some- 
thing to do with the breaking of the gouges, as its face was filled 
with lead. I certainly shall not use such an instrument again. 

The second point concerns the opening of the parotitic abscess. 
No force whatsoever was used in breaking down the septa and 
removing the necrotic parotid gland so as not to injure any of the 
large arteries, nor to do more harm to the pes anserinus major of 
the facial nerve. The avenue around the glenoid process of the 
mandible was preformed. 


Finally permit me to mention that during the last six months this 
was the third case of inflammation of the middle ear which was 
operated upon and showed the complication of parotitis. The other 
two cases were girls of two years who acquired their otitis after 
infectious diseases, one after scarlet fever, the other after whooping 
cough. Both children were very emaciated, but improved markedly 
after the operation. The second child, the daughter of a colleague, 


.ftan a temperature for several weeks, combined with temporary re- 


tentions of pus on account of periodical closing of the fistula, till 
finally the father consented to exclude fruit juices from the diet, 
especially orange juice, which was administered with the intention 
of inducing bowel movements. In no case, however, was there such 
extensive necrosis of the parotid gland as in the case first described. 


The tissues for diagnostical purposes, which, according to the 
program, I promised to bring here, are under the miscroscope. They 
are from the naso-pharynx of a woman of forty years, who has been 
a mouth-breather all her life. For the last four years swellings 
developed on both sides of the neck, involving the parotid glands 
and the lymph glands of the neck. For two years she used X-ray, 
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and several abscesses were opened and curetted. The swellings as 
a whole are hard-elastic and immovable. The tissues were removed 
from the naso-pharynx by means of a Gottstein knife. They are 
adenoid tissues with a great many eosinophile cells, four to six in 
each field, and the question was raised whether there was Hodgkin’s 
disease. However, no other glands on the body are swollen. The 
tissues filled the whole naso-pharynx and protruded from the sides 
as well as from the rear and upper walls. They were covered with a 
thick layer of infected material. The first few days after the re- 
moval the swellings of the glands of the neck diminished perceptibly ; 
later on they increased again. The patient is very emaciated and 
weak. 

It is evident that these are not simple adenoids. Dr. Davis, the 
pathologist of St. Joseph’s Hospital, found tubercles, but another 
physician insisted that what Dr. Davis called tubercles were simply 
large lymph vessels. Some parts of the glands make the impression 
of a sarcoma. Syphilis is not to be excluded, but the patient went 
through a great deal of antisyphilitic treatment without influence 
either on the swellings in the naso-pharynx or of the cervical glands. 


DISCUSSION. 

Dr. Jos. C. Beck: Every once in a while a case of tuberculosis 
of the adenoids is reported, and no doubt such reports would be 
more frequent if we should examine every adenoid that is removed. 
But I think that Dr. Holinger’s case was one of an inflammatory 
mass, a small-cell infiltration and not a malignant tumor or tubercu- 
loma. The duration of the case would preclude sarcoma. 

Dr. A. H. AnprEws: I would like to ask Dr. Holinger why he 
holds the lead hammer responsible for the breaking of his chisels. 
I have used all kinds of hammers, including the lead hammer, and 
never found that any one of them broke the chisels more often than 
another. 

Dr. J. Honincer (closing the discussion): I saw several of those 
so-called tubercles in the tissues I examined, and thought I was con- 
vinced as to the nature of the trouble. The great number of eosino- 
phile cells points to the serious nature of the infection and to its 
long standing. 

As to Dr. Andrews’ question, { think that the absence of re- 
siliency in the lead hammer might account for the chisels breaking. 
It certainly was very annoying to have to pick out the pieces of steel 
every time a chisel broke. 
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The diagnosis of Bezold’s mastoiditis was excluded because there 
were no cells at all. The result of the syringing suggested fracture 
of the external meatus, but may as well have been due to a de- 
hiscence of the bone in the floor of the meatus. 


Case of Cholesteatoma Causing Erosion into the Horizontal Semi- 
Circular Canal. By Geo. E. SHamsBaucu, M. D. 

Dr. Shambaugh reported a case of cholesteatoma causing an 
erosion into the horizontal semi-circular canal, and discussed briefly 
the methods for examining the vestibular apparatus. The case was 
that of a man fifty-nine years old, who eleven years previous had 
had a purulent discharge from the right ear, which lasted for sev- 
eral weeks. For several years past he has been annoyed with an 
accumuiation in the canal of the right ear, which he supposed was 
caused by wax. In attempting to remove this with a hair-pin he 
had set up a marked dizziness and nausea. The mass proved to be 
a cholesteatoma protruding into the meatus from an opening in the 
upper posterior wall, which led directly into the antrum. The 
membrana tympani showed maceration and thickening, but did not 
appear to be retracted or perforated. There was a quick response 
upon syringing the ear with water only slightly colder or warmer 
than the body temperature. This response was in the character of 
a nystagmus and pronounced vertigo. On compressing or rareiying 
the air in the external meatus by means of the Siegel speculum, even 
the slightest change in pressure resulted in nystagmus and vertigo. 
The functional examination showed considerable deafness, more 
marked for the lower tones, with only a slight defect for the highest 
notes of the Galton whistle. The Weber was distinctly lateralized to 
the affected ear, and the Rinne was negative. 


From these symptoms the diagnosis of an erosion into the horizon- 
tal semicircular canal was made, the erosion having made an open- 
ing cnly through the bony capsule, but not through the endosteum. 
The slight amount of pressure necessary to produce the nystagmus 
and vertigo in this case shows how very delicate and sensitive is the 
adjustment of the terminal apparatus in the ampullae. 


Dr. Shambaugh discussed three methods of testing the excitability 
of the vestibular apparatus. All of the methods are dependent upon 
producing a motion in the endolymph of the semi-circular canals. 
In the first method, that of the rotating chair, if the semicircular 
canals are normal and the individual is rotated toward the right, for 
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example, there will be produced a nystagmus toward the right. If 
the rotation is kept up long enough, all sense of turning, as well as 
the nystagmus, will disappear. If the rotation is suddenly stopped, 
a sense of vertigo is produced, and there will be a return of the 
nystagmus, but directed toward the left. These phenomena can 
readily be accounted for by the production of a motion in the endo- 
lymph of the horizontal semicircular canals. The reason why the 
sense of turning and the nystagmus disappear after the rotation is 
discontinued for some time is explained by the fact that the fluid 
in the semi-circular canals has taken on the motion of the walls of 
the canal, and, therefore, does not impinge upon the cupula in the 
crista ampullaris. The production of vertigo, and the nystagmus 
directed towards the opposite side upon suddenly stopping the turn- 
ing, is explained by the continuation of the flow in the endolymph 
of the canals for some time after the turning has been stopped. 

The second method of producting a flow in the endolymph of the 
semi-circular canals was the one used in this case in demonstrating 
the erosion into the horizontal canal. It consists in the production 
of either pressure or suction of the air in the external meatus. If 
an opening exists through the bony capsule of the canal, the en- 
dolymph will be caused to flow in this or that direction, depending 
upon whether suction or pressure is used. 

The third method of testing the semicircular canals is that elabor- 
ated by Barany, and consists of syringing the ear with hot or cold 
water. If the vestibular apparatus is intact, symptoms of vertigo 
and nystagmus can be produced by the use of either hot or cold 
water. In a case where the semicircular canals are not affected, 
the reactions obtained are as follows: Syringing with cold water 
produces a nystagmus which is more pronounced when the eyes are 
directed towards the opposite side. Syringing with warm water 
will produce a nystagmus more pronounced when the eyes are 
directed towards the same side. The vestibular apparatus may be 
placed in a state of hyperexcitability as the result of irritation, such 
as may occur from circumscribed suppuration of the labyrinth. 
Under these circumstances the normal reactions wpon syringing with 
hot and cold water can be obtained. In addition, however, there 
will frequently be present a spontaneous nystagmus directed toward 
the affected side. 

When the vestibular apparatus.is destroyed, no reactions can be 
obtained by any of the methods for stimulating this part of the 
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F internal ear. If the destruction of the nerve-endings in the internal 
ear has been a sudden one, there will be present for a short time a 
nystagmus toward the normal ear, which has its origin in this ear, 
and not in the affected one. Disease of the cerebellum, such as 
tumor or cerebellar abscess, may produce the same symptoms as 
occur from irritation of the nerve endings in the vestibule,—that is, 
a spontaneous nystagmus directed toward the affected side. One 
can readily see how this study of nystagmus, both spontaneous and 
induced, is of great value in the diagnosis not only of diseases of 
the labyrinth, but of such conditions as cerebellar abscess and cere- 
bellar tumor. 


DISCUSSION. 


Dr. J. HoLincer: Of course, the question is, Can we apply these 
tests in the office? Everybody does not have a gyroscope. The use 


of hot and cold water is also very practicable in a hospital where 
you have plenty of assistance, but in an office, where the operator is 
alone, the procedure is a very dangerous one because the patient may 
fall. I use cool and warm water and get the same reaction. Letting 
the patient hop back and forth with the eyes closed is a good and 
safe test. However, Dr. Shambaugh has gone over the ground very 
thoroughly, and we ought to welcome his thorough explanation. 

Dr. Jos. C. Beck: Dr. Holinger’s remarks might be taken as 
underestimating the value of the methods described by Dr. Sham- 
baugh. I think that this is one of the best things we have learned,— 
the diagnosis of labyrinthine disease by means of hot and cold water, 
all the credit being due to Barany. Lock out that the patient does 
not fall. I have used the method in my office with satisfaction. Of 
course, one would not inject water into an ear that had been suppur- 
ating and then became dry, except for diagnostic purposes. 

Dr. F. Attvort: This is a most valuable method for diagnosticat- 
ing labyrinthine disease. Last vear I spent a few weeks in Vienna. 
| Barany’s tests were made on every suspicious case that was ad- 
, mitted into the Politzer ear clinic. They all use them and depend on 
them. and we cannot afford to ignore the judgment of men of such 
experience. It is the simplest, easiest and best method for diagnosti- 


| cating labyrinthine disease at our disposal. Dr. Holinger’s ob- 
jections are inconsequential and do not militate against the value 
| of the tests. 


Dr. A. H. ANprews: I have been doing some work on the ears 
in relation to dizziness, and I feel that there are still many things 


if 
| 


1012 SOCIETY PROCEEDINGS, 


to learn about vertigo. I have experimented with moving objects 
before the eyes and find that dizziness can be produced very readily. 
That is in line with some theories, particularly the one that there is 
a center in the floor of the fourth ventricle which receives filaments 
from the eye and ear and the gastro-intestinal tract, and that irrita- 
tion from any one of these localities produces dizziness, and | think 
that each one of us carries out experiments in this direction so far 
as is possible. 


Foreign Bodies in the Larynx. A. CANEPELE. Revue Heb. de 
Laryngol., d’ Otol. et de Rhinal., Oct. 26, 1907. 

The first case reported was a little girl of three months. One 
day the mother found her in her cradle making efforts to vomit, at 
the same time noticing that the little earring of the child was miss- 
ing. For four days there were nightly difficulties of respiration, a 
light wheezing accompanying the respiration. As laryngoscopy 
with a mirror could not be performed, a digital examination was 
made and showed the presence of a foreign body in the larynx. The 
introduction of laryngeal forceps resulted on the third attempt in 
the removal of the missing earring, which had become attached to 
the right vocal cord. 

The second case was a child of nine months which, while play- 
ing with a chicken bone, placed it in its mouth, and had a sudden 
attack of suffocation. The attack became less severe, but returned 
so severely that a rapid tracheotomy had to be done. A radioscopy 
was made without effect. A digital examination of the larynx in- 
dicated the presence of a hard, immovable body attached to the 
left side. A laryngo-fissure was made and a triangular piece of 
chicken bone extending obliquely across the glottic opening was 
found. 

From these cases, the author concludes that especially in little 
children, a digital examination is a good means of diagnosing for- 
eign bodies in the larynx, and that laryngo-fissure is the best proced- 
ure in these cases SCHEPPEGRELL. 
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ADVERTISEMENTS. 1 


The original antiseptic compound 


Ges Gold Medal (Highest Award) Lewis & Clark Centennial Exposition, Portland, 1905; Awarded Gold Medal (Highest eed 
Louisiana Purchase Exposition, St. Louis, 1904; Awarded Bronze Medal (Highest Award) Exposition Universelle de 1900, Paris. 


Listerine represents the maximum of antiseptic strength in the relation that it is the 
least harmful to the human organism in the quantity required to produce the desired 
result; as such, it is generally accepted as the standard antiseptic preparation for general 
use, especially for those purposes where a poisonous or corrosive disinfectant can not be 
used with safety. It has won the confidence of medical men by reason of the standard of 
excellence (both as regards antiseptic strength and pharmaceutical elegance), which has 
been so strictly observed in its manufacture during the many years it has been at 
their command. 


The success of Listerine is based upon merit 
The best advertisement of Listerine is—Listerine 


Lambert Pharmacal Company 
St. Louis, U. S.A. 


The Complete 1907 Index of The Laryngoscope will be Published 
as a Supplement to the Next Issue. 
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SURGERY 


Boston’s Specialists in Eye, Ear, Nose and Throat Instruments. Everything that the 
Specialist in these lines may require. 


Jackson’s Turbinitome, $3.50 


GLOBE OPTICAL COMPANY, 


403 Washington Street, Boston. 


CLARK & ROBERTS CO, 


Manufacturers of 
HIGH GRADE ASEPTIC 
FURNITURE 
For Physicians and Hospitals. 


315 Holton Place, 127 E. 23rd St., 
INDIANAPOLIS, IND. NEW YORK, N. Y. 


If you do not use our Specialist’s Chair, 
you should investigate it. Pronounced by 
everyone to be the finest thing of the kind in 
the market. Made entirely of metal, with 
white enamel finish, and nickel-plated trim- 
mings. Adjustable back, seat, and head rest. 
Simple, compact, and handsome. 

* Wealso manufacture a full line of Surgical 
Furniture for Physicians and Hospitals. Write 
for catalog describing these goods. 


SPECIALIST’S OUTFIT. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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JANSEN-ALLPORT MASTOID RETRACTOR 


“THE BEST.” 


Extra strong, Made of Steel 


will absolutely Throughout, 
control in 
Hemorrhage. Exact Copies 
Allows a of the 
perfectly Original. 
free field of Price $4.00 each. 
Operation. $7.50 for Two. 


CENTRAL DRUG CO., 


L. R. Kratzmueller, Instrument Maker, 
100 STATE STREET, CHICAGO. 


BERND’S PHYSICIANS’ ACCOUNT BOOKS 


COPYRIGHTED 
The Most Practical System of Keeping Physicians’ Accounts 
Twentieth Edition Now Ready 


Send for Price List and Descriptive Pamphlets 


ADOLPH BERND 


P. 0. Box 598 St. Louis, Mo. 


CONTENTS. Continued from page 1. 
SOCIETY PROCEEDINGS. 


New York Academy of Medicine.—Sections on Laryngology and Rhinology............... 57 
Chicago Laryngological and Otological Society... 
SELECTED ABSTRACTS. 
Injection of Solid Paraffine in Ozena. By Ricarpo Bovey, M. 
The Reduction of the Tip Tilted Nose. C. C. M. D....... 56 
Bacteriology of a Case of Stomatitis in the of la y Mm. Monrt- 


Chronic Ossifying Labyrinthitis. By G. ALEXANDER... 80 


{ 
| 
| 
| 
| 


ADVERTISEMENTS. 


Throat Pastilles 


SOFT, DEMULCENT, PALATABLE. 


The ‘‘Allenbury’s’’ Throat Pastilles have been employed 
with great success for many years, in the treatment of throat 
affections. 


Their basis is a special Pate de Jujube which in itself is 


both soothing and palatable but which at the same time renders 
the local action of the drug incorporated more certain than when 
ordinary hard lozenges or gargles are used. 

SAMPLES 
and a full list showing formulz sent to medical men on request. 


The ALLEN & HANBURYS CO. Lta. 


TORONTO, CANADA. LONDON, ENGLAND. 


NIAGARA FALLS, N. Y. 


The Purest Hydro-Carbon Oil ever introduced, Combined with Benzoin as a base, for 
Medicating the Nose, Throat and Ear. 


ACUTE AND LARYNGITIS 
CHRONIC PHARYNGITIS 
| RHINITIS BRONCHITIS 
OZAENA OTITIS MEDIA 


Serial No. 1303. Guaranteed under the Food and Drugs Act, June 30, 1906. 


DDORLESS. COLORLESS. TASTELESS 
AND ABSOLUTELY BLAND AND NON-IRRITATING. 


BENZOINOL with Dr. 0. B. Douglas’s Formula BENZOINOL with Campho-Phenique 
5r. S$. $, Bishop’s Formula Camphor-Menthol 
** Resorcin ** Oil Cubebs 
list of ag Resorcin comp. Oil Pine Needle 
‘* Plain ** Oil Tar 
ee  Camphor = ** Oil Wintergreen 
ee ** Carbolic Acid ** Salol 
( binati es ** Creosote ee Terebene 
Menthol Iodine and Carbolic Acid 
** lodine 


FOR LITERATURE AND SAMPLES ADDRESS 


THE BENZOINOL MFG. CO. city. 


NEW YORK CITY. 


No i¢ ysician can afford to bh indifferent regarding the accurate filling of his prescription. 
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YET SEEN POUND OF ag 


“‘Antikamnia & Codeine-Tablets” in Grippal Conditions 


VICTOR No. 6 TRANSFORMER 
The only COMPLETE instrument for the eye, 
ear, nose and throat specialist. Embodies the 
autery, diagnostic light, mechanical massage 

The Hand Vibrator that is light but powerful. with a PNMeumo massage, suction and nasal drill. Do 


visible scale showing the adjustment. This is the vibra- 3 
tor of quality, designed correctly and made right. you know about this apparatus. 


Our new Catalog No. 30 G shows a full line of vibrators and electro therapeutic apparatus. Write for it 


ELECTRIC CO., 


MAIN OFFICE AND FACTORY: 


NEW YORK BRANCH: CHICAGO: BOSTON BRANCH: 
110 East 23d Street. 55 to 61 Market Street. 100 Boylston Street. 


No physician can afford to he indifferent regarding the accurate filling of his prescription. 
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SEND FOR DESCRIPTIVE BULLETIN No. 11. 


Can be 
carried 

Actual 
in the 

Size 
Pocket. 

when 
Weight 

Folded. 

5% 

Ounces. 


FREEMAN ELECTRIC HEAD MIRROR. 


The most practical and brilliant head light on the market. The only light that throws an 
intense illumination about 2 inches in diameter a distance ranging from 8 to 15 inches in which 
the line of vision is in the centre of reflected light. Price as shown in cut, $12.50. 

BATTERY BOX 
7x 3% x 1 inches. 


iy Price, with cells, $5.00 
ORIGINAL MODELS MADE ONLY BY 


JOSEPH C. FERGUSON, Jr., 


8 and 10 South Fifteenth Street, Philadelphia. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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YANKAUER’S SUTURE SET. 


MEVROW 


7 —— 


J 


This set of instruments is employed in the operation upon the Turbinal Hyper- 
thophies described by Dr. Yankauer in the LAkyNGoscope, February, 1907. The 
operation consists of two stages, first, the excision of the hypertrophied tissue; 
second, the suture of the wound. The instruments illustrated are employed in the 
second stage of the operation. The idea of the paper is set forth in Dr. Yankauer’s 
article. 


“Now, in the present state of modern surgery, wounds 
made in a clean field, in other parts of the body, are not 
left open and allowed to heal by granulation, but the 
wound is sutured and healing by primary union is the rule. 
If proper asepsis has been maintained, the edges of the 
wound become agglutinated in a few hours, and in three 
days healing is practically completed. All the dangers and 
annoyances of the infected granulating wound are avoided, 
and to attempt to compare, or rather to contrast, the advan- 
tages of an aseptic sutured wound, with the disadvan- 
tages of an infected granulating wound would be altogether 
too primitive. There is no reason why these surgical prin- 
ciples should not apply to the interior of the nose as well 
as to other parts of the body. The writer has, accordingly, 
devised and perfected a method of sewing up an intranasal 
wound, and has succeeded in demonstrating that primary 
union may be obtained in our operations upon the turbinal 
bodies, if we suture the wound after the excision of the 
hypertrophied parts.” 


A Phantom reproducing the parts of the nose involved, greatly enlarged, for 
practicing and demonstrating the operation is now ready. 


Full directions accompany each set of instruments. 


104 EAST 23d STREET,NEW YORK. 
LONDON PARIS 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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EMMET SMITH 
ATOMIZERS and NEBULIZERS 


Metal Parts Nickel-Plated and Polished. 
Special Important Features. 


Applies the nebulized oil Without Force to the mucous 
membranes. This method cannot injure the delicate 
surfaces. The point of atomization is far away from the 
nasal cavities, whereas in most atomizers the spray-pro- 
ducing point is placed within the nose. All specialists 
appreciate this point. 


This instrument applies the nebulized oil to the en- 
tire nasal cavity Evenly Distributed. Ordinary atomi- 
zers throw large particles of oil ONLY IN THE FRONT 
PART OF THE NOSE. Solution will not spill when the 
bottle is inverted. 


No. 1. With Nasal Tube and Detachable Throat 


Tube of Metal, White Rubber Bulb 85 cents each. 
No. 2. With Detachable Throat and Nasal Tubes 
of HardRubber, Black Rubber Bulb........... 95 cents each. 


No. 136 VASELINE OR OIL ATOMIZER. 


PATENT APPLIED FOR. 
With Vented Hard Rubber Tube, Curved Shape for Nose and Throat. 


Fitted with black rubber bulb and furnished with an extra 
bottle, with cork-lined screw-cap. 


Particular attention is called to the improved shape of the 
hard rubber tube, and the advantage of the vents, which allow 
the air to enter; so that by inhaling while using the atomizer 
for the nose, the spray or vapor may be drawn up to thorough- 
ly cover the post-nasal passages. 


The additional bottle with cork-lined screw-cap is conven- ff 
ient when traveling, or if the use of the Atomizer is to be dis- 
continued for a time. 


Can be obtained from your druggist or supply house, or will be sent by mail, post-paid, to 
Physicians only, for 75 cents each. 


WHITALL TATUM COMPANY 


Manufacturers of Druggists and Chemists Glassware 
Manufacturers, Importers and Jobbers of Druggists Sundries 


NEW YORK, PHILADELPHIA, BOSTON, SAN FRANCISCO, CAL., SIDNEY,N. S. W., 
46-48 Barclay St. 410-416 Race St. 91 Washington St., North. 576 Mission St. 10 Barrack St. 


A Full Line of Samples of Our Goods Can Be Seen At Our Sample Room, No. 196 East Randolph St., Chicago. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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The Clark 
Single Bowl Spittoon 


Self-Cleansing. 


THE CLARK SINGLE BOWL SPITTOON IS MADE OF EXTRA 
HEAVY GLASS WITH NO HOLES IN THE SIDES TO WEAKEN 
IT. IT HAS BEEN IMPROVED BY THE ADDITION OF A COT- 
TON CATCHER, WITH AN OUTLET, PREVENTING OVERFLOW 


THIS SPITTOON IS GUARANTEED TO BE BETTER MADE 
AND CONNECTED WITH BETTER RUBBER TUBING THAN 
ANY OTHER SINGLE BOWL SPITTOON ON THE MARKET 


Price, complete, $40.00 
Stand on Wall Bracket, extra, $5.00 


Write for Free Booklet. 


A. C. CLARK & CO., 


Grand Crossing, Chicago, Ill. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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SPECIAL 


EAR, NOSE and THROAT INSTRUMENTS 


We are the Original Manufacturers of the following New Instruments: 
WHITING’S ENCEPHALOSCOPE, KERRISON’S INTRA TYMPANIC FORCEPS, 
ABRAHAM’S MUCUS INSTRUMENTS, RICHARD’S “4STOID CURETTE, 
. CHAPELL’S OPERATING TABLE, HURD’S NASAL SPLINTS. 


Dr. F. Whiting’s % 


W. F. Ford & Co., 425 Fifth Avenue, New York 


Send for circulars of the above and other new instruments. 


WM. A. FISHER, M. D., President. A. G, WIPPERN, Vice-President. 


Chicago Eye, Ear, Nose and Throat College, 


206 E. Washington St. 
A Post Graduate School for Practitioners of Medicine. 

Located in its own building, two blocks from Court House. Large 
hospital building for Eye and Ear cases only. pants gong charges includ- 
ing board, medicine and nursing, $10.00 a week and up. This does not 
include Surgeon’s charges for professional services. Abundant clinical 
material. Courses one month. Enter any time. Teaching clinical. Free 
beds are provided for charity cases. Appointments made through the 

. Profession only. 
Write for announcement to 


JOHN R. HOFFMAN, M., D., Secretary. 


V. MUELLER & CO., 
264-266 Ogden Avenue, CHICAGO 


Specialists in the Manufacture of Eye, Ear, Nose and Throat Instruments. 


No. 1—Prince’s Piliar Scissor and Separator. No. 2—Prince’s Polypus and Inferior Turbinate Forceps. 


No. 3--Prince’s Bridge and Middle Turbinate Forceps. 


These Instruments are the correct models and are carefully made. Let us send them to you on approval. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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Labor Savers and 


Business Builders 
For the Specialist. 


GUARANTEED UNDER THE FOOD AND ORUGS 


ACT, JUNE 30, 1908 Numere 110. 


ALETRIS CORDIALRIO 


Indications: Amenorrhea, Dysmenorrhea, Leu- 
corrhea, Prolapsus Uteri, Sterility (from func- 
tional causes) and To Prevent Miscarriage. 


CELERINA 


Indications: As a Tonic, Stimulant and Anti- 
spasmodic; in Loss of Nerve Power and 
in_All Languid Conditions of the Sy 


PINUS CANADENSIS 
Indications : DARK.—In Albuminuria, Diarrhea, 
Dysentery, Night Sweats, Hemorrhage and 
Profuse Expectoration—also for Protruding 
and Itching Piles, Fissures of the Anus, Burns, 

Scalds, Catarrh, Sore Throat and Tamponing. 
LIGHT.—For Gonorrhea, Gleet, Leucorrhea, 
and other Vaginal Conditions—also for all 
Diseases of the Mucous Membranes requiring 
an Astringent. 


RIO CHEMICAL CO. 


LONDON———NEW YORK: PARIS 


CABINETS—For every 
arranged that instruments, medicines, 
cotton, bandages, clean linen and all 
other supplies are immediately at hand 
and can be secured instantly. 

CHAIRS—W ith every adjustment ever 
required in examination, treatment or 
operation; providing comfort for the 
‘patient and convenience for the operator. 

SPECIALTIES in the way of Stools, 
Waste Receptacles, Extension Lights, 
Cuspidors, Electric Heaters, Etc. 


EVERY NEED SUPPLIED. 


Send for new catalogue fully describing 
our Specialists’ outfits. 


W. ALLISON CO, 


930 N. ALABAMA ST. 
INDIANAPOLIS, IND. 


purpose, so 


ESTABLISHED 1879 


A simple and effective treatment 
for the various affections of the 


bronchi. Especially useful for very 


Croup, Bronchitis, Diphtheria, 
cident to Measles and Scarlet 
Fever. 


Vaporized Cresolene relieves 
Asthmatics. 

Laboratory tests have proven 
the destructive effect of vaporized 
Cresolene on Diphtheria bacilli. 


Literature on request, 


110 E. 23rd St., New York City. 
711 Boylston St., Boston. 
321 Mint Arcade, Philadelphia. 
35 E. Randolph St., Chicago. 


Vapo-Cresolene Co. 


180 Fulton St., New York. 
288 St. James St., Montreal, 


young children. Avoids internal 
medication or may be used with any 
other treatment. 

Indicated in Whooping Cough, 
and the bronchial complications in- 


No physician can afford to be indifferent regarding the : accurate ‘filling = his 5 pradertgtion. 
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OUR TRADE MARK 


—HIGH GRADE—= 


Eye, Ear, Nose and Throat Surgical Instruments 


Instruments Devised by Dr. A. H. Andrews, (Chicago), 
for Exploring and Treating | 
Sphenoid Sinus. 


Authors Sphenoid Knives, = = = Each, $2.00 


Authors Sphenoid Probe, = = = . $0.50 


Authors Sphenoid Canula, = = = $1.25 


Repairing and Sharpening Instruments 
Properly Done. 


F. A. HARDY & CO., 


131 Wabash Avenue, Chicago. 
BRANCH OFFICES: 


New York. Denver. Atlanta, Paris. London. 


No physician can afford to be indifferent regarding the accurate filling uf his prescription. 
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DE ZENG INSTRUMENTS 


DE ZENG’S LUMINOUS OPHTHALMOSCOPE 


In this new ophthalmoscope which is attracting universal 
attention because of the remarkably clear, wide and beauti- 
ful view it gives by either the direct or indirect method of 
examination, perfection in instrumentation is realized. It 
consists of the latest model of the Loring Ophthalmoscope, 
in combination with the de Zeng Electric Lighting Attach- 
ment. We make it alsoin the Knapp, May or Morton Oph- 
thalmoscope. You may be able to use it on your own battery 

or reducer, as the lamps are 5 1-2 volts. 


DE ZENG’S OPHTHALMOMETROSCOPE 


For Examining the Eye and Measuring its Refraction Oph- 
thalmoscopically. 


This Instrument consists of the De Zeng Luminous Oph- 
thalmoscope with the addition of an illuminated test object of 
multiple radiating lines, so arranged as to be projected and 
focused upon the retina. 

This Instrument gives a brilliant illumination and wide 
field of view, which is wholly unobstructed when the test 
object is thrown out of focus. It also furnishes an exact ob- 
jective test of great value, because by reason of the absolute 
independence existing between the means employed for 
focusing the test object on the retina and those provided for 
viewing it there, the element of inaccuracy, due to the un- 
known state of the observer’s accommodation, is wholly 
eliminated. 


DE ZENG’S LUMINOUS RETINOSCOPE 


Of the various methods for estimating the refraction of the 
eye objectively Retinoscopy is by far the most practical and 
accurate. 

As the science of Retinoscopy is based upon the study of 
the fundus reflex, light is the all-important factor in produc- 
ing the phenomena from which the eductions are made. 

In the Luminous Retinoscope, which consists of the Thor- 
ington Plane Mirror Retinoscope in combination with the de 
Zeng Electric Lighting Attachment the ideal Retinoscope is 
obtained. 

The bright and beautiful reflex which this Retinoscope 
presents to view, justly places it in the foremost position 
among all of the instruments used in the practice of Retino- 
scopy. It gives the exact character and amount of the re- 
fractive error in a moment and docs not fatigue or annoy the 
patient. 


For Descriptive Literature, Prices, Etc., Piease Address, 


The Luminous The Luminous Retinoscope 
Ophthalmoscope 


F. A. HARDY & COMPANY, 


EXCLUSIVE AGENTS, 
Pittsburg to the Rocky Mountains Canada to the Gulf. 


Branches : Branches : 


Atlanta, Ga. CHICAGO, ILL, Denver, Col. 


London, Eng. Paris, France. 


No physician car afford to be indifferent regarding the accurate filling of his prescription. 
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Eye Treatment using Fluid Applicator 
No. 12. 


CONTINUALLY TELLING ABOUT 


The Physician’s Vibragenitant 
and Fluid Vibratodes 


has induced hundreds of physicians to investigate our claims and 
they invariably found them correct. Don’t you think it would pay 
you to investigate this splendid therapeutic vibrator? 


When writing for our new catalog also ask about our 


Light Therapy Appliances, 
from $5.00 to $50.00 


Actinic Ray Generator, 1600 to 6000 candle power, 
from $50.00 to $75.00 


Vibrating Chair and Oscillator, 
from $75.00 to $150.00 


Let us prove to you that we make the best and cheapest electro 
therapeutic appliances. 


THE SAM. J. GORMAN CO., 


Manufacturers 


161-163 State Street, CHICAGO. 


EASTERN OFFICE: 


| ; New York Vibratory & Electrical Co. 


1931 Broadway, 


NEW YORK. 


Ear Treatment showing use of Fluid 
Applicator No. 13. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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The Physician of Many Years’ Experience 


Knows that, TO OBTAIN IMMEDIATE RESULTS 
there is no remedy like 


Co., Fellows 


Many MEDICAL JOURNALS specifically mention this 
Preparation as being of Sterling worth 


TRY IT AND PROVE THESE FACTS 


SPECIAL NOTE.—Fellows’ Syrup is never sold in bulk. 


It can be obtained of Chemists and Pharmacists everywheie. 


NOTICE—CAUTION. 


The success of Fellows’ Syrup of Hypophosphites-has tempted certain persons to 
offer imitations of it for sale. Mr. Fellows, who has examined samples of several of 
these, finds that no two of them are identical, and that all of them differ from the 
original in composition, in freedom from acid reaction, in susceptability to the effects of 
oxygen when exposed to light or heat, in the property of retaining the strych- 
nine in solution, and in the medicinal effects 

As these cheap and inefficient substitutes are frequently dispensed instead of the 
genuine preparation, physicians are earnestly requested, when prescribing the Syrup, 
to write “Syr. Hypophos. Fellows.”’ 

As a further , ‘ecaution, it is advisable that the syrup should be ordered in the 
original bottles ; the distinguishing marks which the bottles (and the wrappers sur- 


rounding them) bear, can then be examined, and the genuineness—or otherwise—of 
the contents thereby proved. 
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EACH FLUIDOUNCE CONTAINS: 
Tinct. Euphorbia Pilulifera, 120 minims. 
fe Wild Lettuce, 120 minims, 
ture CociJlana, 40 minims, 
Dose, 14 to 1 fluidrachm. 


YRUP COCILLANA COMPOUND offers to the 
practitioner of medicine a safe and efficient 
agent for the treatment of the various catarrhal 

affections of the respiratory tract for which he is 
commonly called upon to prescribe. This NEW 
LAXATIVE EXPECTORANT, the name of which, 
by the way, does not suggest its therapeutic applica- 
tion to the patient, is of especial value in the treat- 
ment of both acute and chronic bronchitis, particu- 
larly when the secretions are scanty and hard to 
expel. Give it,a trial_it will plecse you. 

Supplied in pint and 5-pint bottles, 
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TO MAKE DELICIOUS BUTTERMILK. 


Put a quart of pure, fresh, cold milk in a pitcher. Add 
one-third of a quart of hot water. Put in a pinch of salt. 
Crumble in a LACTONE TABLET, stirring well into the 
milk. Cover and set in a warm place for 24 to 48 hours. 
Put the fermented milk into an ice box or other cool place. 
When cold it is ready for use. Stir well before serving. 


ACTONE TABLETS contain pure cultures of se- 
lected lactic-acid germs. When added to sweet 
milk, as directed above, they cause lactic-acid fer- 
mentation, the result being a buttermilk of finest favor— 
more nutritious than dairymen’s buttermilk because contain- 
ing all of the butter-fat of the milk. 
LACTONE BUTTERMILK, either as a beverage or as a food for invalids, 


convalescents and infants, may be prescribed with perfect confidence. 
Lactone Tablets—bottles of 25. 


PARKE, DAVIS & COMPANY 


LABORATORIES: DETROIT, MICH., U.S.A.; WALKERVILLE, ONT ; HOUNSLOW, ENG. 
BRANCHES: NEW YORK, CHICAGO, ST. LOUIS, BOSTON, BALTIMORE, NEW ORLEANS, KANSAS CITY, 
INDIANAPOLIS, MINNEAPOLIS; LONDON, ENG.; MONTREAL, QUE.; SYDNEY, N.S.W.; 
ST. PETERSBURG, RUSSIA; BOMBAY, INDIA; TOKIO, JAPAN: BUENOS AIRES, ARGENTINA. 
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COCILLANAY~ 
___COMPOUND | : 
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